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m well suited for prolonged therapy 


for anxiety 


m well tolerated, relatively nontoxic 
m no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
m chemically unrelated to phenothiazine compounds and rauwolfia derivatives 


m orally effective within 30 minutes for a period of 6 hours 


anxiety and tension states and muscle spasm 


THE ORIGINAL MEPROBAMATE 
724,720 


dicarbamate— L Patent 
Tranquilizer with muscle-velaxant action 


DISCOVERED AND INTRODUCED 
BY () WALLACE LABORATORIES, New Brunswick, N.J, | 


SUPPLIED : ( Bottles 50 tablets) ‘ 
mg. acored tablets 
200 mg. sugar-coated tablets 


USUAL DOSAGE : One or two 400 mg. tablets tid. eTAT DARD 


Literature and Samples Available on Request 400 mg- 
enceD 
THe © Sov 
MCEPROBAMATE MOLECULE TADLET 
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Luminal and Luminal Sodium—time-tested, 
effective dampers of cortical 
overactivity—control emotional turbulence, 
restlessness and hyperirritability 


promptly and for prolonged periods, 


FOR ORAL USE: 
LUMINAL OVOIDS 
Distinctive Sugar Coated 
Oval Shaped Tablets 
Easy Color Identification 
of Dosage Strength 
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14 grain (light green) 
114 grains (dark green) 
LUMINAL ELIXIR 
(4 grain teaspoonful) 
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most versatile! 
WALKIE-RECORDALL 


is self-contained . .. battery-powered... light in 
weight... highly sensitive. It’s rapidly becoming one 
of the necessary working tools of the psychiatrist. 


HERE’S WHY 


Enclosed in its own brief case or operated as a sep- 
arate unit, Walkie-Recordall does all these things: 
starts and stops automatically and silently .. . records 
up to four hours continuously . . . picks up distant 
words as well as those nearby . . . records two-way 
telephone conversations . . . makes a permanent file 
record, 


CATCHES WHISPERS OR SHOUTS — NEAR OR FAR 
Voices nearby, or as much as 60 feet distant from 
Walkie-Recordall, are recorded perfectly . . . even with 
the briefcase closed! Automatic Voice Equalizer assures 
equal volume for every spoken word. And outside noises 
such as typewriters, air conditioners, traffic and street 
sounds all are automatically screened out! Walkie- 
Recordall is the only unit completely satisfactory for 
recording conferences, lectures, discreet interviews and 
dictation — all equally well, 


IT'S A HIDDEN ASSISTANT 

Unobtrusively takes down a patient's every word and 
intonation, Ideal for group therapy — it’s used undetected, 
with no obvious microphone to restrain patients from 
speaking freely. Many more uses for psychiatrists, impos- 
sible to list here. 


MILES Reproducer Compony, inc., 812 B'way, N. Y. 3, M. Y. 


the most unobtrusive 
“assistant” you can 
have — and the 


OPTIONAL VOICE START AND STOP 


Exclusive feature means that with Walkie-Recordall 
placed out of sight, there’s no need to start it beforehand 
and have it run during silent periods. Recording starts 
when patient or doctor speaks. During a long pause, 
Walkie-Recordall halts—and waits until words are spoken 
again. This optional feature may be disconnected at will 
for manual operation. 


LIGHT AND PORTABLE 


The Walkie-Recordall briefcase unit (upper right) weighs 
only nine pounds complete with batteries. Take it to the 
hospital for bedside interviews. Use it in your office. 
Carry it with you to conventions, conferences, lectures. 
Record while traveling — in car, plane, or train... even 
while walking! 


CHECK INTO IT NOW! 


While you're thinking about it, fill out the coupon below 
0 mail it in. We'll send detailed information with price 
ists, 


Please send me complete information and price list 
on the Walkie-Recordall. 


NAME 
ADDRESS 
CITY ZONE STATE 


PROFESSION 


Mail this coupon to: 
MILES Reproducer Company, Inc. Dept. A-! 
812 Broadway, New York 3, N. Y. 
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perhaps the safest ataraxic known... 


PEACE oF MIND 


(brand of hydronyzine) Tablets-Syrup 


ATARAX 


safety highlighted in every clinical report. 


Depending on the condition treated, the effec- 
tiveness of ATARAX has ranged from 80 to 
94%. But clinicians have agreed unanimously 
on its safety. After more than 85,000,000 
doses — many on long-term administration 
at high dosage — no evidence of addiction, 
blood dyscrasias, parkinsonian effect, liver 
damage, depression or other serious side ef- 
fects have been reported, 


calms tense patients. 


ATARAX produces its calming, peace-of-mind 
effect without disturbing mental alertness. 
In the tension/anxiety conditions for which 
it is intended, you will find ATARAX effective 
in about 9 of every 10 patients, 


prescribe avarax as follows: 


Adulte; usually one 26 mg. tablet, 
or two tsp. Syrup, three times daily. 
Children: (over 3 years): usually 
one 10 mg. tablet, or one tap. Syrup, 
twice daily. 

Supplied: Tablets, tiny 10 me. 
(orange) and 26 mg. (green), bot- 
tles of 100. Syrup, 10 mg. per tsp., 
pint bottles. 

Since response varies from patient 
to patient, dosage should be adjust- 
ed accordingly. Prescription only. 
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Typical case: 
“unmanageable” 
schizophrenic 
patient is hostile, 
untidy and 
inaccessible 

to therapy. 


the “before-and-after” picture in mental 
wards continues to improve, case after 


case, with Serpasi 


With Serpasil, 
patient becomes 

calm, cooperative, 
amenable to interview... 
as have thousands 

in this new age 

of hope for 

the psychotic. 


SUPPLIED: 


Parenteral Solution: 
Ampuls, 2 mi., 2.5 mg. 
Serpasil per mi. 
Multiple - dose Vials, 10 mi., 


2.5 mg. Serpasil per mi. 


Tablets, 4 mg. (scored), 2 mg. 
(scored), 1 mg. (scored), 
0.25 mg. (scored) and 0.1 mg. 
Flixirs, 1 mg. and 0.2 mg. 
Serpasil per 4-m!. teaspoon. 


CIBA 


SUMMIT, N. J. 
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when anxiety is the diagnosis, 


or when anxiety aggravates 
an existing disorder, ‘Compazine’ 
is remarkably effective. 
Rapidly and with minimal side effects 


‘Compazine’ (one 5 mg. tablet 


three or four times daily) 
relieves most cases of anxiety, 
te nervousness and tension. 


to tranquilize with remarkable freedom from drowsiness and depressing effect 


Trademark for proclorperazine, F 


Smith, Kline & French Laboratories, Philadelphia 
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AN NOUN CIN G...T H 


Outmoding older concepts 


IN THE FULL RANGE OF AGITATED MENTAL 


AND EMOTIONAL DISTURBANCES FROM SEVERE 
PSYCHOSES TO ANXIETY AND TENSION STATES, 
age-old methods of merely sedating the anxious or of 
managing hospitalized patients by heavy sedation or physical 
restraints have been largely supplanted by the older tranquilizers. 
Certain of the latter agents in turn are due to be superseded by 
TRILAFON, a new all-purpose tranquilizing agent which offers 
greater potency combined with increased flexibility and an adequate 


margin of safety in the recommended dosage ranges. 
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A N G E T R AN Q UTIL 


with markedly enhanced potency 


(pronounced Tril’-a-fon) perphenazine 
equally valuable in all degrees of psychic 


disorder responsive to tranquilizing therapy 


AGITATED HOSPITALIZED PSYCHOTICS 
AMBULATORY PSYCHONEUROTICS 


ANXIETY AND TENSION STATES 


e potency increased 5-fold over chlorpromazine 


e uniquely high therapeutic index—10 times higher 
than chlorpromazine in animal studies 


e jaundice notably infrequent in studies to date 
e significant hypotension virtually absent 


e no agranulocytosis reported 


ZE R 


e skin photosensitivity neither observed nor elicited experimentally 


e nasal congestion uncommon 


e mild insomnia and motor restlessness infrequent 


unexcelled also as a potent antiemetic 


Dosage: For specific information consult Schering literature. 
Packaging: TRILAFON Tablets: 2, 4, and 8 mg., bottles of 5O and 500; 
16 mg. (for hospital use), bottle of 500. 
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Paris, too, knows and uses Pentothal... 


reflecting... 4 pattern of clinical usage 


‘followed the world over 


Pentothal Sodium has been in constant use for 
23 years. In that time more than 2500 reports 
have been published on Pentothal, covering nearly 
every type of surgical procedure— making 
Pentothal unmistakably the world’s most widely 
studied intravenous anesthetic. Reflected in these 
years of use and volumes of reports is a record 
unsurpassed for safety, effectiveness and versa- 


tility of use in intravenous anes- 
thesia. Do you have the literature? ObGott 


PENTOTHAL Sodium 


(Thiopental Sodium for Injection, Abbott) 
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dual action 
relieves tension—mental ane 


meprobamate 
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TO “NORMALIZE” THE 


AN ADVANCE: A superior, new phren- 
otropic agent, Pacatal represents an 
important advance in the treatment of 
mental and emotional disorders. This 
new phenothiazine derivative has a 


tranquilizing action, but overcomes 
many of the disadvantages inherent in 
treatment with the earlier phenothiazine 
compounds. 


TRANQUIL, YET RESPONSIvE: With 
Pacatal, the physician now has an agent 
which exerts a calming influence, but 
does not “flatten” the patient. Follow- 
ing treatment with Pacatal, patients are 
calmed, yet they remain alert, active 
and cooperative. 

FEWER Sipe eEFFects: Pacatal also 
has fewer side effects at recommended 
dosage levels. Atropine-like effects may 
occur in some patients, but tend to 


THINKING PROCESSES* 


disappear with continued therapy. Oc 
casional troublesome cases are usually 
controlled with neostigmine orally. 


vosaGe: Usual dosage for the ambulant 
patient is 25 mg. 3 or 4 times daily; for 
the hospitalized patient, 50 mg. 3 or 4 
tirnes daily. Complete literature and dos- 
age instructions (available on request) 
should be consulted. 

supp.uieDo: 25 and 50 mg. tablets in 
bottles of 100 and 500. Also available 
in 2 cc. ampuls (25 mg. cc.) for paren- 
teral use. 


*Many investigators report that 


Pacatal seems to have a''normal- 
izing” action, i.e., patients appear 
to think and respond emotionally 
in a more normal manner. 


WARNER-CHILCOTT 


VEARSE OF BERVICE 


To 


THE MEDICAL PROFESSION 
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Dosage: Usually 0.5 to 1 mg. 
twice daily. 

Supplied: Tablets, 1 mg., yel- 
low (scored), and 5 mg., buff 
(cross-scored). Ampoules, 2.5 
and 5 mg. per ce., 10 ec, Oral 
drops, 2 mg. per cc. Also, tablets, 
0.1 mg., orange, and 0.25 mg., 
green (scored) ; elixir, 0.25 mg. 
per 5 ce. 


ILLY AND COMPANY 


in the mentally ill 


ANDRIL 


pine, Lilly) 


facilitates psychiatric treatment 


‘Sandril’ calms, diminishes anxiety and tension, 
improves the sleep pattern. 


‘Sandril’ frequently produces relaxation, decrease in 
hallucinations and delusions, improved communica- 
tion, and increased depth of effect in psychotic pa- 
tients. Raging, combative, unsociable patients usually 
become more co-operative, friendlier, quieter, and 
much more amenable to psychotherapy and rehabili- 
tation measures. 


‘Sandril’ is virtually nontoxic; does not produce liver 
damage or severe orthostatic hypotension. 


INDIANAPOLIS 6, INDIANA, U.S. 


XVI 


— 

{ 
3 
= 
| 


May 


THE AMERICAN JOURNAL OF PSYCHIATRY 


AN APPRAISAL OF CHLORPROMAZINE ' 


GENERAL PRINCIPLES FOR ADMINISTRATION OF CHLORPROMAZINE, BASED ON 
EXPerRiENCE WITH 1,090 Patients 


N. WILLIAM WINKELMAN, JR., M.D.* 


INTRODUCTION 


A preliminary report on the present in- 
vestigation was published in the J.4.M.A. 
on May 1, 1954, at which time certain clinical 
findings were observed and _ conclusions 
reached concerning the use of chlorproma- 
zine in the treatment of psychiatric dis- 
orders ; 142 cases were reported. The present 
paper continues that study, and reports 1,090 
psychiatric patients treated with chlorpro- 
mazine and followed up to three years. 

Although only recently introduced, chlor- 
promazine has become one of the most widely 
used and discussed compounds in the world. 
Remarkable claims have been made for it in 
both the lay and the medical literature. On 
the other hand, some observers have reported 
less effectiveness than that generally claimed. 
Furthermore, there have been reports of 
serious side-effects that could contraindicate 
use of the drug almost entirely. All this is 
confusing enough to warrant a drastic re- 
evaluation and clarification of the precise 
risk and a general, realistic appraisal of what 
can and what cannot be expected from the 
drug, based on this series of 1,090 psychi- 
atric patients which, we believe, has been 
followed longer than any other in the United 
States. 


MATERIAL AND METHOD 


The method of treating the 1,090 patients 
has been such that the original plan of ther- 
apy was adjusted to experience gained during 
the early months. After a diagnostic, psy- 
chodynamic, and prognostic evaluation-—and 


1 Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., April 30- 
May 4, 1956. 

2From the Sidney Hillman Medical Center, 
Philadelphia, Pa., Dr. Joseph Langbord, medical di- 
rector. Drs. Herbert Schiller, Irving Golden, and 
Jay Joseph gave technical assistance and Dr. Mar- 
tin Sampson numerous suggestions in this study. 
The chlorpromazine was supplied by Smith, Kline, 
and French Laboratories as Thorazine. 

8 Address: Suite 106, 1930 Chestnut St., Phila- 
delphia 3, Pa. 


psychological tests, if indicated—the patients 
were started on the drug. An attempt was 
made to control every possible variable. 
However, the comparative effectiveness be- 
tween a drug that is supplied free and one 
for which the patient pays has not, as far as 
I know, been studied. Each patient was 
given a 2-week supply of chlorpromazine, 
printed instructions, a return appointment in 
one week, and a telephone number from 
which he could obtain information before the 
next appointment. 

Oral administration was predominant in 
this series. The dosage was gradually in- 
creased, as it could be tolerated, week by 
week, until the drug achieved the optimum 
therapeutic effect. The optimum dosage may 
be defined as the gradually determined 
amount of drug which produces the most ef- 
fective clinical result, beyond which in- 
creases will produce no further improve- 
ment, and undesirable reactions may prove 
troublesome. 

The literature points out that chlorproma- 
zine dosage is highly individualized. We 
found this to be true with the initial dosage, 
the optimum therapeutic dosage, the maxi- 
mally tolerated dosage, and in the increase 
of dosage. For example, some patients could 
tolerate equally well 35 times the dosage 
tolerated by others. 

These factors make it impossible to stand- 
ardize treatment, and so complicate treat- 
ment that patients must be carefully and 
frequently followed. A study was made of 
200 patients, already taking chlorpromazine, 
referred by general practitioners and non- 
psychiatric specialists to the psychiatric de- 
partment of the Medical Center and in 
private practice. Although 110 patients had 
been taking the drug for more than one 
month, the starting dosage had been main- 
tained in 98 of them. In nearly all cases this 
was either 10 mg. or 25 mg. t.i.d. 

Table 1 shows that three-fourths of the 
1,090 patients in this series have been fol- 
lowed for 12 months or longer, more than 
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TABLE 1 


MonTus oF TREATMENT 


No. of 

Duration patients 
85 
100 
75 


half for 18 months or longer, and one-third 
for 24 months or longer. 

This series included 652 patients with all 
varieties of psychoneuroses ; 130 with schizo- 
phrenias, acute and chronic, both inpatients 
and outpatients; 115 with senile psychoses, 
both inpatients and outpatients; 50 children 
with various behavior disorders ; 53 psycho- 
physiological reactions ; and 5 cases of central 
nervous system syphilis. Most of the pa- 
tients received only chlorpromazine; other 
treatment is discussed below. The psycho- 
neurotics were divided into those treated with 
chlorpromazine alone and those treated with 
combined  chlorpromazine-analytic group 
psychotherapy. The distribution of the sexes 
was about equal; ages varied from 6 to 94. 

Chlorpromazine therapy was thought of as 
either primary or secondary treatment. It 
was primary—the most basic therapeutic 
available—in patients whose disease entity, 
personality, age, or social situation ruled out 
other treatment. It was secondary—ancillary 
and more symptomatic—in patients able to 
receive and respond to other treatment. In 
either case, our aim was to treat the outpa- 
tient effectively while keeping him on the job. 

At each visit a complete evaluation was 
made. This was a major problem. Each pa- 
tient’s clinical syndrome was divided into 
each of its component parts expressed as 
reactions described in the new Standard 
Revised Nomenclature (1) approved by The 
American Psychiatric Association. A study 
of the individual reactions alone, however, is 
also inadequate for total appraisal. There 
are too many spontaneous changes and too 
many symptom substitutions. Combined 
total change and individual reaction change 
were regarded as necessary to make a com- 
posite picture. Both the individual reactions 
and the total picture were evaluated by at 
least two trained observers and the patient. 


In this way, a qualitatively and quantitatively 
more accurate evaluation of the clinical status 
can be obtained. 


RESULTS 

Repeating the conclusions of my prelimin- 
ary report of two years ago would be merely 
re-echoing what have, happily, become gen- 
erally recognized observations of other in- 
vestigators. Shortly after I gave the drug 
its first intensive clinical trial in this country, 
I wrote the manufacturer that it was par- 
ticularly remarkable in its effect on anxiety 
and agitation. Since that time, the weight of 
evidence in the literature has strongly sup- 
ported these impressions. 

The re-evaluation mentioned earlier was 
initiated and the project continued to its 
present length in order to find answers to 
certain basic questions. How much further 
are we able to go now in describing the ac- 
tions of chlorpromazine? How effective is 
the drug in the psychoneurotic reactions 
treated in the usual psychiatric practice or 
clinic? Can the response in a particular situ- 
ation be predicted? Should the same dosage 
be used over long periods, or should dosage 
be increased or decreased? Will chlorpro- 
mazine therapy be more effective than the 
usual sedatives, or well-oriented psychother- 
apy? Will undesirable reactions occur ? What 
can be expected with chronic and even acute 
schizophrenic patients treated on an ambula- 
tory basis? What exactly can be accom- 
plished in the hard-to-manage senile? How 
effective is the drug in children? Is it effec- 
tive in the psychophysiological disorders? 
When should it be given a trial? Does the 
patient suffer a relapse if the drug is stopped ? 
When would this occur? How can this be 
prevented? How does chlorpromazine really 
“stack up” when compared with phenobarbi- 
tal or with a placebo? How does it come out 
in a double-blind test? When can chlorpro- 
mazine be advantageously used in conjunc- 
tion with psychotherapy? Are the results 
maintained while patients are on the drug 
for one, two, or three years? We believe that 
our results and the conclusions based upon 
them enable us to give answers to these ques- 
tions. The remainder of this report presents 
those answers. 

In such a large series, the results—in- 
cluding a study of relapse rate, and two con- 
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TABLE 2 


Fina Resutts: CLinicAL SYNDROMES 


Psychoneuroses Schizophrenias 
Improve- (652) (130) 
rating * Patients Percent Patients Percent 
ee 39 6 25 19 
37 36 28 
Diacintanes 198 30 18 14 
15 22 17 
Oicaases 77 12 29 22 


* Improvement ratings in all tables are made on this 
basis: 4= 100% relief of symptoms; 3= marked (75%) 
improvement; 2 = moderate (50%) improvement; 1 = slight 
(25%) improvement; and o = no essential change. 


trol studies—are necessarily involved and 
difficult to present. They are thus divided 
into four parts. Unless otherwise indicated, 
all results imply that the patients involved 
were maintained on the drug. 

Ratings of improvement are shown in 
Table 2. Each component reaction and the 
over-all picture were separately rated on a 
scale from 0 to 4: 0 indicates no essential 
change ; 7 indicates a slight but definite and 
consistent improvement, about 25% ; 2 indi- 
cates a consistently moderate improvement, 
about 50% ; 3 indicates a marked improve- 
ment equal to about 75% ; 4 indicates total 
clinical improvement or 100% relief of 
symptoms, 


TABLE 3 
Finat Resutts: InprvipuAL REACTIONS 


Psychoneurotic Reactions 


(1,218) 


GENERAL OBSERVATIONS: 1,090 PATIENTS 


Of the 652 patients with psychoneurotic 
reactions (Table 2), 6% showed a complete 
and consistent absence of symptoms, and an 
additional 37% showed a marked improve- 
ment that stood the test of critical, long-term 
follow-up. Only 12% showed no essential 
change. These figures are based on all dura- 
tions of treatment. It was found that, if the 
dosage of the drug was carefully and ac- 
curately followed and altered to suit the 
patient, the 6-month result could be main- 
tained, provided acute traumatic events— 
such as the death of a parent—did not occur. 
The dosage must be increased during these 
times of stress. 

The results of studying the individual re- 
actions in the psychoneuroses were slightly 
more impressive (Table 3), probably be- 
cause a specific reaction was under our 
attention and was being measured alone, 
while some of this reaction could well have 
been converted to another kind of reaction. 

In each category of improvement, anxiety 
reactions responded far better than any other 
disorder: 84% responded moderately well 
or better, and only 7% did not respond at 
all. Sixty percent of the conversion reac- 
tions responded moderately well or better, 


Anxiety Conversion Depressive Obsessive Phobic 
(595) (395) (86) (52) (90) 

ment Patients Percent Patients Percent Patients Percent Patients Percent Patients Percent 

66 II 34 9 2 2 2 4 6 7 

ee 275 46 82 21 5 6 8 15 21 23 

Desnesves 156 26 124 31 28 33 10 20 20 22 

Ciecs heute 55 9 08 25 20 23 12 23 30 33 

Scktiend 43 7 56 14 31 35 20 38 13 1s 


Schizophrenic Reactions 


(210) 


Hallucinatory Delusional Agitated Depressive 
50) (Bo) (60) (20) 
ment Patients Percent Patients Percent Patients Percent Patients Percent 
4 8 6 8 20 33 
22 15 19 30 50 5 
13 26 10 13 7 12 
6 12 19 2 -- 5 a5 
rie 32 30 3 5 
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while only 14% did not respond at all, It 
may seem surprising that as many as 41% 
of the depressive reactions responded moder- 
ately well or better. However, many of these 
depressions were secondary to or aggravated 
by other reactions. Accordingly, when the 
other reactions were relieved, this type of 
depression responded, too. Only two obses- 
sive reactions were fully relieved, but in 
many more the drug gave some measure of 
relief —39% moderately improved or better. 
In 38% the drug had essentially little or no 
effect. The phobias showed more encourag- 
ing results, with 52% responding moderately 
well or better, and only 15% not responding 
at all. 

Thus, we can predict that enough benefit 
to administer the drug will be obtained in 
17 of 20 patients with anxiety, 15 of 20 with 
conversion reactions, 10 of 20 with phobias, 
10 of 20 with secondary depressive phe- 
nomena (but less than half that in pure de- 
pressions), and 8 of 20 with obsessions. 

Duration of illness in the schizophrenics 
varied from 1 month to 30 years. Most of 
these were outpatients. Chlorpromazine was 
used to maintain the outpatient schizophrenic 
at his job and prevent a costly hospitalization. 
The over-all results in schizophrenia (Table 
2) show 19% free from all symptoms, and 
61% obtaining moderate results or better ; 
22% failed to respond at all, and these were, 
as has been reported by other investigators, 
chronic cases, without overactivity, of many 
years duration. A break-down into the com- 
ponent symptoms is of interest and can be 
used to help predict responses (Table 3). 
Slightly more than half of the hallucinatory 
reactions were relieved moderately well or 
better, but one-third of the patients showed 
no change at all. While 27% of the delusional 
reactions had marked to total relief, 61% 
were not affected or only slightly so. As is 
now generally observed, agitations responded 
very well, 83% showing marked to total re- 
lief, and only 5% showing no change. The 
depressive reactions in schizophrenia re- 
sponded very poorly; 95% of the patients 
showed either no response or a minimal re- 
sponse, and there were no total remissions. 

The dosages used in the schizophrenias 
were double to triple those in the psycho- 
neuroses—more drowsiness occurred, but we 


encouraged the patients to remain at their 


jobs, and most of the outpatients did so. 
About 40% of the schizophrenics were ade- 
quately treated as outpatients, one-third of 
them requiring dextro-amphetamine sulfate 
to help fight drowsiness. The other 60% 
were unable to work and were hospitalized 
and treated in the conventional manner. 

The clinical results with the behavior prob- 
lems of the aged—the senile and arterio- 
sclerotic psychoses—responded in an ex- 
tremely gratifying manner (Table 4): 86% 
responded moderately well or better; 74% 
showed marked relief or better, and only 6% 
showed no response. The total life pattern 
was changed. Aggression and destructive- 
ness were lost. Night became the time for 
sleeping. Appetite improved and delusions, 
if present, were reduced. Real cooperation 
made its appearance. The drug enabled many 
of these older people to remain at home. 

The behavior problems of children, both 
organically and functionally caused, re- 
sponded well (Table 4): 78% responded 
moderately well or better, and only 12% 
showed no response. 

The group with psychophysiological dis- 
orders was a relatively small one. The results 
(Table 4) do not have too much meaning, 
for the various somatic reactions are grouped 
together. Our impression is that all the psy- 
chosomatic manifestations benefited to vary- 
ing degrees, but not remarkably so. More 
investigation is certainly needed in this area. 

Five patients with central nervous system 
syphilis associated with psychosis character- 
ized by agitation, delirium, delusions, and 
wandering were treated with chlorpromazine, 
in addition to primary therapy (penicillin) 
with extremely gratifying results. Until a 
true, beneficial change occurred as a result of 


TABLE 4 


FinaL Resutts 


Behavior problems 
Psychophysio- 


r logical 
Aged Children reactions 
(115) (so) (53) 
Improve- Pa- Per- Pa- Per- Pa- Per- 
ment tients cent tients cent tients cent 
Manviiash 28 24 6 12 8 15 
; Sree 59 5! 12 24 9 17 
rer 12 10 21 42 16 30 
i | 8 5 10 12 23 
| SOS 7 6 6 12 8 15 
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adequate penicillin therapy, chlorpromazine 
very adequately controlled symptoms. 

The remaining 85 patients in the series 
spontaneously stopped the drug in less than 
one week, owing to what might be called a 
negative psychological response, and these 
cases are not included in the tables of results. 
These patients were severely hypochondriacal 
with bizarre symptoms and interpreted sub- 
jectively-experienced reactions during chlor- 
promazine therapy as serious manifestations 
of disease, or as serious effects of the drug. 
Their reactions were not associated with a 
fall in blood pressure. That this response 
was not a sensitivity peculiar to the drug is 
shown by the fact that the same patients 
showed similar unexpected subjective reac- 
tions in trials with other drugs. They did not 
show normal response to any treatment. 
When some were given chlorpromazine in 
an unrecognized form, in smaller or often 
in the same dosage, the response was not 
seen. 

Table 5 shows that the optimum dosage 
for the vast majority of patients in our series 
was between 75 mg. and 300 mg. a day. How- 
ever, individual dosages did range as high 
as 1,250 mg. a day. 

Relapse Rate After Withdrawal of Chlor- 
promazine.—Comparing the chlorpromazine 
results with combined chlorpromazine and 
analytic psychotherapy is not really possible, 
except on quite a long-term basis. This is be- 
cause the almost immediate effectiveness of 
a drug contrasts sharply with the slow, up- 
and-down progress in analytic therapy, dur- 
ing which symptomatology is not the sole 
basis for progress. However, after looking 
back over a 3-year period, I am quite certain 
that the 100 patients in analytic psychother- 
apy or group psychotherapy responded sig- 


TABLE 5 
OrtimuM Dosaces 

No of 

Mgs. patients 
205 
70 
13 


nificantly better than those in treatment with 
the drug alone. 

Investigating the relapse rate is of prime 
importance. We made a careful study in the 
652 cases of psychoneuroses. All had been 
on optimum maintenance dosages for a mini- 
mum of 6 months. As shown in Table 6, 
the first two groups—divided into those on 
chlorpromazine alone and those with com- 
bined chlorpromazine-analytic group psycho- 
therapy—were subjected to sudden with- 
drawal. Another group, receiving combined 
therapy, had the drug withdrawn, but slowly 
over the course of a week. 

The results are of great help in indicating 
the most effective treatment. First, there is 
no doubt that one takes a great chance in 
withdrawing chlorpromazine. Second, the 
chance is significantly reduced when the drug 
is withdrawn slowly. Third, when well- 
oriented psychotherapy is utilized as the pri- 
mary treatment, and chlorpromazine is given 
as secondary treatment, the danger of re- 
lapse after withdrawal is still further and 
considerably reduced. 

Control Study: Chlorpromazine vs. Pheno- 
barbital and Placebo.—One control study 
utilized 50 patients given a placebo and 50 
similar patients given phenobarbital. The 
results (Table 7) are surprisingly similar, 
and in both groups much less encouraging 
than those with chlorpromazine. Chlorpro- 
mazine is clearly superior to phenobarbital, 
which is not much more effective than the 
placebo. 

Double-Blind Study: Placebo vs. Chlor- 
promazine.—Our findings in the double-blind 
study (Table 8) are in agreement with the 
few available studies on the effects of a 


TABLE 6 


Revarse RATE 
(All patients treated 6 months or longer) 


Slow withdrawal: 


Sudden co 

withdrawal: Group 

Peri No psycho- No psycho- psycho- 

therapy therapy therapy 

treat- Percentage 

ment r 
33 20 25 
4 weeks ........ 55 40 34 
65 50 36 


6 months ...... 80 65 40 


‘ 
|| 
s 
‘ 
4 
; 
ry 


AN APPRAISAL OF CHLORPROMAZINE 


[ May 


TABLE 7 


Controt Srupy: PLaceso vs. PHENOBARBITAL IN PsyCHONEUROTIC REACTIONS 


(3 mos. Duration) 


Dovuste-Buinp Stupy: CHLORPROMAZINE vs. 


Anxiety Conversion Depressive Obsessive Phobic 
Pheno Pheno- Pheno- he Pheno- is Pheno- 
« Placebo barbital Placebo barbital Placebo barbital Placebo barbital Placebo _ barbital 
§ (45) (45) (29) (32) (11) (12) (8) (5) (7) (6) 
4 te & jie & & & & & & 
2 4 4 9 3 10 o— o— o— o— o— o— 
7 16 8 18 6 21 3 9 o—- 1 8 o-— o—- 
Bivinse 6 13 9 20 414 5 16 2 18 1 8 I 13 o— I 14 2 33 
I 9 20 6 21 8 25 3 27 %7 I 20 1 14 I 17 
235 56 1§ 33 10 3% 18 47 «6 8 6 75 +48 4857 3 
TABLE 8 


PLAcEBO 1N PsyCHONEUROTIC REACTIONS 


placebo. Beecher (2) reported 35% +2.2% 
and Wolf and Pinsky(3) reported 30% 
significant effectiveness with placebos. In 
comparison, the chlorpromazine effect is ap- 
proximately double that of the placebo. 
Beecher reported that while 35% of pain is 
relieved by a placebo, 4 grain of morphine 
relieves 75%. Chlorpromazine stands in an 
even more favorable relationship. 


UNDESIRABLE REACTIONS 


Chlorpromazine possesses numerous, wide- 
spread pharmacologic activities, and we must 
accordingly understand that there will be 
some not particularly desirable side-effects. 
However, we must look upon them objec- 
tively and appraise them accordingly. For- 
tunately, nearly all of them are mild and 
disappear spontaneously, after modification 
of dosage, or after the rarely needed cessa- 
tion of treatment. As with most drugs, these 
reactions are unpredictable, and they are for 
the most part unrelated to dosage. 


As Table 9 indicates, about three-quarters 


Anxiety Conversion Depressive Obsessive Phobic 

Chilor- Chlor- Chlor- Chlor- Chlor- 

- Placebo promazine Placebo promazine Placebo promazine Placebo promazine Placebo promazine 
8 (go) (91) (62) (70) (24) (20) (10) (10) (14) (12) 
32 13 5 8 10 14 s o— o— o— 
Ri swaed 13 14 47 52 8 13 20 29 2 8 2 10 o— 2 20 2 14 2 17 
ere Il 12 15 16 13 2! 16 23 3 12 5 25 I 10 2 20 2 14 3 25 
Rageuas 14 16 10 II 10 16 10 14 417 4 20 I 10 3 30 3 aI 2 17 
eee 47 52 e § 26 42 14 20 14 58 8 40 8 80 3 30 7 50 4 33 


of the patients complained of some degree 
of drowsiness, but only one-quarter found 
this disturbing enough to interfere with their 
daily activities. Doses of caffeine citrate up 
to 600 mg. a day were not nearly so effective 
as 5-10 mg. of dextro-amphetamine sulfate 
in relieving this. Dry mouth and a bad taste 
were common, but of no significance, and 
generally passed. The appetite was often in- 


TABLE 9 


UNDESIRABLE REACTIONS 


No. 

Reaction 
Disturbing drowsiness 274 
Undisturbing drowsiness 562 
178 
136 
38 
23 
36 
31 
32 
Parkinsonism-like syndrome .............. 2 
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creased and weight was gained, but in only 
a small percentage was it excessive. Palpi- 
tations of the heart and constipation were 
occasionally seen. We have not seen a full- 
blown case of Parkinsonism, Two patients 
exhibited the characteristic facies and gait, 
but without cog-wheel rigidity or any sign 
of a tremor. 

A very small percentage of the patients 
demonstrated a dermatitis. Some were kept 
on the drug, and the dermatitis disappeared. 
In some others, antihistaminics seemed to 
help ; in any event, the eruption disappeared 
a few days after the drug was withdrawn. 
About 3% of our patients developed photo- 
sensitivity. A marked overreaction to the 
sun with erythema and pruritis was seen, pri- 
marily in the summer months. After observ- 
ing these reactions in our patients, Cahn and 
Levy (4) concluded that the sensitivity was 
only to intense summer sunlight containing 
ultraviolet wave-lengths of between approxi- 
mately 3,025 and 2,968 angstrom units. 

Although there are rare reports of serious 
blood changes, such as agranulocytosis, we 
saw no such complications. 

Chlorpromazine icterus—an acute febrile 
biliary duct obstruction caused by a sensitiv- 
ity reaction—is essentially the only other 
undesired reaction that need be taken seri- 
ously. In 1,090 patients we saw 9 cases of 
jaundice, an incidence of 0.9%. We care- 
fully studied 230 patients by doing liver 
function tests before treatment, and then 
every few weeks during treatment. The con- 
clusions from this study(5) indicate several 
helpful facts: (1) Chlorpromazine did not 
aggravate previously existing liver disease. 
(2) All 9 cases developed within 5 weeks 
and recovered within 2 to 10 weeks. (3) The 
lesion produced by chlorpromazine is due to 
hypersensitivity—once present and the hy- 
persensitivity not overcome, it may be re- 
produced in some patients by a single thera- 
puetic dose of the drug. Re-use of chlor- 
promazine in a sensitized patient should be 
undertaken with great caution. 


THE ACTION OF CHLORPROMAZINE 


We do not have enough knowledge at 
present about this and related drugs for their 
accurate and scientific classification by a 
term that will refer specifically to these com- 


pounds and exclude others, such as the opium 
derivatives, alcohol, scopolamine, and the 
standard sedatives. Ataraxia and tranquiliza- 
tion certainly do not meet this need. These 
terms lack the precise boundaries necessary 
to differentiate one central nervous system 
depressant from another, in view of the 
many dozens of drugs that are currently 
available and have overlapping actions, yet 
differ widely in many ways. 

The new term should include exact refer- 
ence to the mode of action, the site of action, 
and the chemical structure, or as much in- 
formation about these as is compatible with 
brevity and knowledge. Until the time that 
we find a name that will fulfill these require- 
ments, several descriptive terms, based on 
experimental work and clinical observations, 
present themselves. Since the drug acts pri- 
marily on the reticular formation, but seems 
also to act on the hypothalamus, the basal 
ganglia, thalamus, subcortical and cortical 
regions, and since it exerts a depressive effect, 
we can accordingly call it a reticular forma- 
tion depressant or, to use a more general 
term, a diencephalic depressant. Further- 
more, since chlorpromazine is a phenothia- 
zine derivative, it and other such derivatives 
could be so classified. In contrast with other 
central nervous system depressants that act 
in increasing dosages from the cortex down- 
ward, chlorpromazine and similar drugs act 
more or less from the lower centers upward, 
and could accordingly be termed “ascending 
depressants.” Clinically, since the action of 
the drug causes disinterest or indifference 
to exogenous or endogenous painful stimuli, 
it could be called an indifference-producer. 

Incidentally, one wonders whether the men- 
tal state produced by chlorpromazine, which 
seems to make the patient indifferent to some 
of his symptoms, and relieves anxiety in 
doing so, is related in some way to a naturally 
occurring conversion hysteria. In both states 
the patient exhibits outward calm, unconcern, 
and satisfied indifference. In the chlorpro- 
mazine-treated neuropsychiatric patient, the 
energy accompanying anxiety is combatted 
chemically. Some patients receiving the drug 
reveal this energy in increased, vivid, emo- 
tional dreaming. In the patient suffering 
conversion hysteria, the energy is partially or 
fully released in the conversion symptoms, 
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e.g., loss of vision or paralysis of a limb or 
segment of the body. The conversion hys- 
teria is an adjustment mechanism of the pa- 
tient faced with conflicting wishes and drives 
or other incompatible psychic elements. Since 
this patient’s conflict cannot be resolved, it 
is repressed, rather than chemically com- 
batted, and the accompanying energy mani- 
fests itself in the conversion hysterical 
symptom. The symptom—motor, sensory, 
psychic, or visceral—is actually the method 
of adjustment, and it serves as a retreat from 
anxiety. The conversion hysteria is charac- 
terized by a state of indifference and com- 
placency, and, to quote Noyes(6), “patho- 
logical tranquility of mind,” described by 
Janet as la belle indifference. The clinician 
who has seen large numbers of patients 
treated with chlorpromazine will readily note 
the similarities. 

Further consideration and study of the 
similarities in the mental states of these two 
types of patients might prove mutually in- 
formative. By drawing comparisons between 
the effects on the brain of a conversion hys- 
teria, on the one hand, and of chlorproma- 
zine, on the other, we might gain increased 
knowledge of both states. 


DISCUSSION AND CONCLUSIONS 


1. Chlorpromazine is a highly effective 
drug in many psychiatric entities, more ef- 
fective in some than in others, and in groups 
of patients suffering the various syndromes, 
although its exact effectiveness cannot be 
predicted in the individual patient. 

2. It is more effective in severe symptom- 
atology than in mild, and is most effective 
when there is overactivity in any subdivision 
of psychomotor activity, such as anxiety, agi- 
tation, panic, hostility, manic behavior, 
phobic activity, obsessional activity, and de- 
lusional and hallucinatory activity. Acute 
emotional illnesses have a better prognosis 
than chronic illnesses ; chronic hypochondria- 
sis and personality problems offer very poor 
prognosis. 

3. Since its exact effectiveness cannot be 
accurately predicted, chlorpromazine must 
be initiated on a 6-8 week trial basis. With 
the accompanying tables as a rough basis for 
prediction, each case must be evaluated for 
treatment separately. To predict, the clini- 


cian should evaluate the patient’s disease 
entity as a whole and also the individual 
symptom reactions. In this way, while keep- 
ing the charts in mind, the clinician should 
be able to predict approximate results in 
perhaps 4 of the patients, provided the diag- 
nostic and symptom evaluations are correct. 

4. When the decision to use the drug has 
been made, it must be used in an optimum 
manner. As is true with insulin in diabetes, 
liver in pernicious anemia, and the anti- 
biotics in infection, a small amount is es- 
sentially worthless. 

5. However, chlorpromazine is a potent 
drug and its use should be considered “chlor- 
promazination,” rather than just a routine 
administration. Chlorpromazine therapy is 
as sensitive and skilled a procedure as insulin 
is for the diabetic, anticonvulsives for the 
epileptic, or digitalis for the cardiac. This is 
illustrated by experience with the 85 patients 
who stopped taking chlorpromazine because 
of the negative psychological response. These 
patients were chronically ill, fearful, and 
highly suggestible. Their reactions occurred 
during the early months of the investigation, 
and we soon learned that it is necessary to 
start treatment with small dosages and build 
up gradually in this type of patient in order 
to avoid such reactions, Resistance to psy- 
chotherapy makes effective use of chlorpro- 
mazine all the more important for these pa- 
tients. 

6. Before the therapeutic test is made, the 
clinician must decide what additional treat- 
ment is necessary for the most complete and 
effective management of the individual prob- 
lem. In thinking of treatment, the clinician 
should consider 4 factors: (1) The probable 
benefit to an individual patient from the 
drug ; (2) the achievement of adequate dos- 
age to initiate treatment, to build up, to reach 
optimum dosage, and to maintain; (3) the 
length of treatment probably to be required ; 
(4) the additional treatment necessary for 
the most effective management in view of 
the: diagnosis, prognosis, age, resistance, 
duration of symptoms, intelligence, psycho- 
dynamics, ability to communicate, ability to 
achieve insight. 

7. Chlorpromazine therapy should be 
thought of as either primary or secondary 
treatment. Primary treatment employs the 
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drug as the most basic therapy available. 
Secondary treatment employs it as an ancil- 
lary and more symptomatic treatment. Its 
use in the agitated delusional paretic is sec- 
ondary to the high-dosage penicillin therapy. 
In the psychoneuroses this concept is par- 
ticularly important. Certain types of patients 
are known to respond well to psychoanalysis 
or other well-oriented psychotherapies. Use 
of the drug in these is, of course, secondary, 
and much can be said concerning this use. 
In elderly patients or those with low intelli- 
gence, with too great resistance, or with in- 
ability to communicate verbally, the drug 
becomes of necessity the primary therapy. 
In the acute, agitated, unapproachable schizo- 
phrenic the use of the drug is primary, unless 
electroconvulsive therapy is administered. 

8. The drug has considerable use as a 
secondary treatment with psychoanalysis or 
psychotherapy. However, the more classical 
psychoanalysts give three objections. They 
contend ,first, that partial relief of anxiety 
will remarkably decrease the motivation for 
psychotherapy. I do not believe that this is 
so; however, each case must be individually 
judged. Good treatment should be motivated 
by more than anxiety. However, the skilled 
therapist can adjust the chlorpromazine dos- 
age so that anxiety can be rather accurately 
regulated. It is ideal to reduce anxiety so 
that the patient will be able to work in treat- 
ment and be able to use ego functions un- 
encumbered, and yet not be so symptom-free 
that he will not be motivated to continue 
therapy. If the drug is at least partially suc- 
cessful in this aspect, the patient will cer- 
tainly proceed in treatment with intensity. 
In schizophrenia the drug helps foster the 
therapist as a kind, helpful, giving, parental 
figure. The second objection, that the patient 
will regard the medication as the primary 
treatment and psychotherapy as secondary, 
is not particularly valid. If the drug is given, 
the therapist should explain to the patient 
that it is to be considered something to help 
temporarily relieve certain symptoms while 
the main treatment is going on. In fact, most 
patients in therapy already know this. The 
third objection, that the drug implies that 
psychotherapy is not necessary, does not 
come up, if the explanation is given. Inci- 
dentally, the vivid dreams full of emotion 


are often helpful in the psychotherapeutic 
approach, 

g. In my original paper I suggested that 
the drug could be well used by the general 
practitioner. I now believe that he should 
treat patients with chlorpromazine only after 
being certain of the exact diagnosis and being 
thoroughly familiar with the therapeutic pro- 
cedure. Better still, the situation should be 
discussed with a psychiatrist as to diagnosis, 
prognosis, and treatment of choice. If indi- 
cated, a consultation concerning a therapeutic 
trial should be carried out; this can be done 
by the practitioner and save referral. If re- 
ferral is made after this, then the therapeutic 
trial does not have to be repeated. The great- 
est tragedy of management by the general 
practitioner is that many patients will never 
benefit from a basic psychotherapeutic atti- 
tude toward treatment. 

10. To achieve optimum chlorpromazine 
therapy in the psychoneuroses, combined 
chlorpromazine-well-oriented-psychotherapy 
should be instituted. Chlorpromazine should 
not be eliminated but continued indefinitely, 
according to the patient’s clinical status. If 
withdrawal is necessary, it should be slow, 
taking a week or more, depending on the 
level of dosage. 

11. Chlorpromazine may be used instead 
of convulsive therapy in the acute agitated 
states of schizophrenia, manic-depressive 
psychosis, or the psychoses of organic origin. 
It markedly reduces risk, the need for seclu- 
sion, and various restraints; and it can fre- 
quently be used to care for acute episodes 
or acute exacerbations at home and save the 
expense of hospitalization. 

12. Chlorpromazine can be used at home 
for treatment in all except the most extreme 
situations, and many patients can even re- 
main at their jobs; 40% of patients who 
would formerly have been hospitalized were 
treated as outpatients. 

13. Pure depressions do not respond to the 
compound. 

14. The relapse rate after withdrawal 
(Table 4) was considerable: 80% in 6 
months. This rate was markedly reduced 
(in half) if the patients were also being 
treated by psychotherapy. 

15. Maintenance therapy must be con- 
tinued indefinitely, unless the basic pathol- 
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ogy is altered. A certain percentage who live 
successfully and have a real ego-reorganiza- 
tion on this basis can in time be taken off the 
drug. Slowly diminishing the drug over a 
few days is suggested after maintaining the 
patient on it for at least 6 months. If any 
symptom recurs during dosage reduction, 
dosage should be returned to its former level. 
Some patients can be maintained on dosages 
smaller than the optimum dosage. Trial and 
careful observation will determine this. 

16. Two control studies with phenobarbi- 
tal prove the marked superiority of chlor- 
promazine. 

17. Control studies showed that a placebo 
has 35% effectiveness, but this is far short 
of the 84% effectiveness of chlorpromazine. 

18. Undesirable side-reactions do not con- 
traindicate the drug when it is clinically in- 
dicated, especially as primary treatment. 

19. Suicidal outpatients should certainly 
be given chlorpromazine instead of the bar- 
biturates, because of the great margin of 
safety. Suicidal attempts were made by 3 
patients who took up to 1,250 mg., with only 
a 3-day sleep resulting. 

20. Since there are available today many 
dozens of drugs that have a depressing ac- 
tion on the central nervous system, classifica- 
tion of them becomes increasingly difficult. 
Ataractic and tranquilizer could essentially 
be used to describe them all. At the present 
time our knowledge is probably insufficient to 
label each group with precise boundaries. 
Considering its site of action, its chemical 
structure and character of action, we can 
describe chlorpromazine as a reticular forma- 
tion or diencephalic depressant, a phenothia- 
zine derivative, an “ascending depressant,” 
or an indifference-producer. 

21. Freud and many others showed that 
the difference between the “normal” and the 
neurotic is a quantitative one. Anxiety is 
certainly an important component of healthy 
mental functioning and plays an important 
role in the adjustment of the organism to 
reality, just as muscle tonus readies the body 
for physical action. A tranquilizer should 
not be used unless the anxiety is actually 
pathologically increased, and the degree of 
anxiety reduction should be regulated care- 
fully so that the organism will be able to 
respond in a healthy manner to environ- 


mental stimuli, and yet not over-respond 
abnormally to either exogenous or endoge- 
nous stimuli. Let us, as physicians, not take 
away the already impaired ability of the 
neurotic to respond to his environment with 
awareness and effective action. 

22. The conversion hysteric and the tran- 
quilized patient have something in common. 
Whereas the patient with conversion hysteria 
has “la belle indifference” concerning his 
paralyzed right arm, the tranquilized patient 
has a rather generalized indifference. This 
suggests that the two conditions stand in a 
relationship which might give us a lead to 
further understanding of the anatomical- 
physiological-psychological relationships. The 
energy of anxiety is certainly combatted by 
the drug; whereas, it is bound or “con- 
verted” by the hysterical system. 

23. The author feels that a study of a 
large series of patients is an important and 
necessary approach to the investigation of 
drugs. This has been the approach of the 
investigations up to this time. A really in- 
tensive study of a small number of patients 
also seems important, but no such studies 
have been reported in the literature. I have 
studied 6 patients during the course of 200- 
300 hours of psychotherapy. An investiga- 
tion of the intra-psychic changes that could 
possibly be attributed to a drug appears to 
me to be of real importance. This study is 
in its preliminary stages and will be pub- 
lished at a later time. The investigation is 
exceedingly difficult. Tentatively, a reduc- 
tion in the drive of id impulses and in super- 
ego rigidity and strictures occurs ; with a re- 
duction in the energy of these traditional 
enemies, the ego has less of a conflict to 
handle. Therefore, the ego can function 
more smoothly, coping with reality more 
effectively. 

24. We are dealing with an exceedingly 
complex arousal mechanism involving ana- 
tomically not only the reticular formation, 
but also a whole interconnecting system of 
cortical and subcortical structures. This sys- 
tem has to do with the response of the organ- 
ism to stimuli, both external and internal. It 
appears that the signs and symptoms of anx- 
iety arise in response to any evidence of 
threat to continued intactness and feelings 
of stability and constancy of the organism. 
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This “anxiety reflex,” which probably be- 
comes a conditioned reflex and acts upon the 
general principles of sucha reflex, is probably 
mediated through part of the reticular acti- 
vating system. It appears to be one of the 
deepest, most automatic, and most primitive 
responses of the organism. A tranquilizer 
such as chlorpromazine produces a chemical 
inhibition of the arousal system and of the 
“anxiety reflex.” This theory in no way 
contradicts psychoanalytic thinking. Threat- 
ening internal stress from emotional con- 
flicts between two or more institutions or 
structural components of the psyche—ego, 
id, and superego—probably resides in areas 
of the brain connected to the activating sys- 
tem. If the energy created by such a conflict 
extends over to the activating system, anx- 


iety results, unless it is combatted either by 
solving and eliminating the emotional con- 
flict psychoanalytically or by chemical action 
on the structure of the arousal mechanism. 


BIBLIOGRAPHY 


1. Mental Disorders: Diagnostic and Statistical 
Manual. Washington, D. C.: Mental Hospital Serv- 
ice, American Psychiatric Association, 1952. 

2. Beecher, H. K. J.A.M.A., 159: 1602, 1955. 

3. Wolf, S., and Pinsky, R. H. J.A.M.A., 155: 
339, 1954. 

4. Cahn, M. J., and Levy, E. J. Ultraviolet light 
factor in chlorpromazine dermatitis. A.M.A. Arch. 
Dermatol. In press. 

5. Gambescia, J. M., et al. Gastroenterology, 30: 
5, 1956. 

6. Noyes, A. P. Modern Clinical Psychiatry, 
ard ed. Philadelphia: Saunders, 1948. 


i 
| 

he ad 
a 
4 

2 
Ay 
4 


CHLORPROMAZINE IN THE TREATMENT OF MENTAL ILLNESS. 


IV: FINAL RESULTS WITH ANALYSIS OF DATA 


The introduction of chlorpromazine hydro- 
chloride(1) opened a new era in psychiatry, 
and recent conferences have reviewed the 
physiological, pharmacological and therapeu- 
tic aspects of this compound(2-7). We have 
already noted our experiences briefly(8-11), 
and deal here with the final results and 
analysis of data from treatment of 1,523 pa- 
tients between 1 and 15 months. 


MATERIALS AND METHODS 


Six hundred twenty-two male and go! 
female patients, hospitalized for acute and 
chronic psychoses at Manhattan State Hos- 
pital, were treated with chlorpromazine hy- 
drochloride between September 1954 and 
December 1955. One thousand forty were 
diagnosed as dementia praecox, while 26 
other diagnostic groups were represented 
(Table 1). Five hundred sixteen (33.9% ) 
were hospitalized for less than 1 year before 
treatment, 435 (28.6%) from 1 to § years, 
and 572 (37.5%) more than 5 years. The 
daily average number of patients receiving 
chlorpromazine between May 23, 1955, and 
November 30, 1955, was 959. 

They were grouped in 3 divisions—138 
male and female patients in the reception 
service, 566 males and 819 females in the 
respective continued treatment buildings. 
From April 1 to July 31, 1955, every patient 
with the exception of those suffering from 
arteriosclerotic brain disease was treated 
within 24-48 hours of arrival. Entire wards 
(70-90 patients) were frequently placed on 
medication simultaneously in the other 
buildings. Chlorpromazine was administered 
3 times daily either orally, intramuscularly 
or, rarely, by suppository. It was given in- 


1 Director of psychiatric research, Manhattan 
State Hospital, Ward’s Island, New York, N. Y., 
and instructor in psychiatry, College of Physicians 
and Surgeons, Columbia University, New York, 
N. Y. 

2Formerly senior psychiatrist, Manhattan State 
Hospital, Ward’s Island, New York, N. Y. 
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TABLE 1 


Dracnostic CATEGoRIES—3I 


Male Female Total 
Dementia Praecox, 


244 427 671 
Dementia Praecox, 

75 119 194 
Dementia Praecox, 

52 54 106 
Dementia Praecox, Simple... 15 15 30 
Dementia Praecox, Mixed.... 15 24 39 
Psychosis with Cerebral 

Arteriosclerosis ........... 39 46 85 
Psychosis with Syphilis of 

59 21 80 
Involutional Psychosis, 

Involutional Psychosis, 

9 25 34 
Psychosis due to Convulsive 

18 22 40 
Senile Psychosis .....22..00 10 24 34 
a0 Other 77 87 164 


tramuscularly to severely disturbed and para- 
noid individuals. In order to prevent pain 
or abscess formation, hyaluronidase was 
mixed with the injectable material. 

Fifty mg. t.i.d. was administered initially 
for a 2-week period to all patients. If no re- 
sult was obtained, 100 mg. t.i.d. was given 
for 2 additional weeks. When necessary, the 
dose was increased to 200 mg. t.i.d. or higher, 
until control was established or the patient 
considered refractory. The lowest daily dose 
was 25 mg. and the highest 1,200 mg. ; 705 
(46.2%) received 300 mg. daily (Table 2). 


TABLE 2 
Dairy Dose * 

Mg. per day Male Female Total 
241 139 380 
206 499 705 
33 45 78 
76 102 178 


* Average daily dose used by all patients, 
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Very disturbed patients received 100 mg. 
t.i.d. or q.i.d. intramuscularly for 2-5 days 
and orally afterward. Some were occasion- 
ally placed on a 2-3 hour schedule, intra- 
muscular injections alternating with oral 
medication. The time interval was varied ac- 
cording to the drug’s action. 

Periodic memoranda were circulated to 
acquaint the nursing personnel with prod- 
romal signs of various side-reactions. There 
was a standing order on all treatment wards 
that chlorpromazine be discontinued when a 
patient developed pharyngitis with fever, and 
for an immediate white blood count to be 
done. 

Chlorpromazine was withdrawn when 
jaundice developed. Appropriate counter- 
measures were taken for other side-effects. 

*arkinson symptoms were treated with the 
addition of either promethazine (20-50 mg. 
t.i.d.), diethazine (250-500 mg. t.i.d.), or 
trihexphenidyl hydrochloride (2-4 mg. 
t.id.). Hydrocortone was used for skin 
rash. The jaundice was treated in 1 patient 
with ACTH while chlorpromazine was con- 
tinued. Repetitive epileptic seizures neces- 
sitated discontinuation of treatment. Bed 
rest was ordered for the first 2-5 days when 
hypotensive symptoms developed. Other- 
wise, patients were kept ambulatory during 
the treatment period and encouraged to be 
active. 

Acutely ill recently admitted patients were 
treated from 1-2 months before the results 
were assessed. Chronic patients were con- 
sidered refractory if no result was obtained 
after 6 to g months. 

The patients’ condition was evaluated by 
members of the research team and/or ward 
physicians. Placement on convalescent care 
status or discharge from the hospital was 
determined independently by the clinical di- 
rector. Amelioration of the clinical state 
was based on changes in either all or any 
of the following: (1) emotional reactions, 
(2) ideational content, (3) interpersonal 
relatedness on the ward. Four categories 
were used to classify the patients at the end 
of treatment: (1) convalescent care status 
or discharge, (2) much improved, (3) im- 
proved, (4) no change. 

A patient was considered to be improved 
if there was a decrease in a significant num- 


ber of the following: Tension, anxiety, 
uneasiness, restlessness, impulsiveness, agita- 
tion, combativeness, destructiveness, delu- 
sions, hallucinations or other abnormal men- 
tal trends. For example, a patient who had 
been in restraint for intermittent periods 
during several years and was now quiet, co- 
operative, and taking part in ward routine 
would be considered improved. His condi- 
tion would be much improved if he gave no 
evidence of abnormal mental trends, had 
adequate and appropriate emotional re- 
sponses, and was able to relate to the ward 
group. 


RESULTS 


Acutely ill patients usually responded 
rapidly to chlorpromazine, particularly when 
begun with intramuscular injections. Leth- 
argy was noted frequently after an injection 
of 100 mg. The patient stopped molesting 
others, did not rush about the ward, no 
longer shouted or screamed, and did not in- 
flict bodily injury on himself or others. A 
state of lassitude developed after 48-72 
hours. While appearing drowsy, the patient 
answered questions immediately and was 
alert during the time. As the emotional drive 
abated, the pathologic thinking process un- 
derwent change. Afterward there was a 
resynthesis of feeling and thought, and the 
patient began to speak of his “breakdown” 
or “illness,” 

The response in chronically ill patients was 
slower. They became disinterested in their 
persecutors. “Voices” or “visions” that had 
been a source of torment for years were felt 
to exist no longer. At other times patients 
would say, “I hear them but they don’t 
bother me anymore.” Bizarre feelings were 
normalized. Mute patients began to spea 
Interest was shown in the surroundings. 
Detachment and isolation were steadily re- 
placed by group activities. Some who had 
been treated unsuccessfully with ECT, in- 
sulin coma or lobotomy, and who had been 
in continuous restraint or seclusion for long 
periods eventually were able to leave the 
hospital. 

It was not possible to make a more de- 
tailed study of the various psychopathologi- 
cal changes in view of the large number of 
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patients under observation. The results in 
patients with depression have been reported 
elsewhere(10). 

Dose.—One thousand two hundred forty- 
three (81.6%) patients were treated with 
300 mg. of chlorpromazine or less per day 
(Table 2); 25-250 mg. daily were given 
to 49.3% of male patients and 25.6% of 
female patients. The preponderance of pa- 
tients in the lower dose range were male. 
This was particularly evident in the de- 
pressed group, where 7 of 9 male patients 
were treated with less than 250 mg. daily, 
while 22 of 36 females used 300 mg. or more. 
The patients who showed the best results 
required the lower doses of chlorpromazine, 
while the more seriously ill received the 
higher amounts. It seemed, however, that if 
control was not established with 600-goo mg. 
daily, additional amounts up to 1,200 mg. 
did not materially influence the result. 

Side-effects—Six major reactions oc- 
curred (Table 3). The Parkinson symptoms 
resembled the classical neurological disease 
with muscular rigidity, flexion of the fore- 
arms, shuffling gait, frozen facies, tremor 
and drooling. They varied from patient to 
patient in degree or intensity but were never 
severe and always reversible. Their frequency 
was highest between the first to sixth months 
of treatment, and were unrelated to the higher 
dose. Fifty-six patients were receiving 
300 mg. daily, and 36 were taking 600 mg. 
daily at the time the Parkinson symptoms 
developed (Table 4). The addition of either 
diethazine, promethazine hydrochloride or 
trihexphenidyl hydrochloride decreased or 
abolished the syndrome during the concomi- 
tant administration of chlorpromazine. 

The skin rash was macular, papular, pru- 
riginous, covering hands and face or gen- 
eralized. Twenty-nine patients showed this 
symptom within 1 month of treatment, 19 


TABLE 3 


S1we-Errects 
Male Female Total 


Parkinson ....... 10 107 117 (7.6%) 
Skin Rash ....... ai 50 71 (4.6%) 
CV 13 15 28 (18%) 
Edema of 

Face & Ankles. 5 22 27 (1.7%) 
2 17 19 (1.2%) 


Convulsions ..... 1 6 17 (1.1%) 


between 1 and 2 morths, 12 between 2 and 
4 months, and the rest between 5 and 10 
months, When the rash developed, 26 pa- 
tients were receiving 150 mg. daily, I was 
receiving 250 mg., 39 were receiving 300 mg., 
4 were receiving 600 mg., and I was receiv- 
ing 750 mg. The rash responded rapidly to 
hydrocortone, frequently clearing within 24 
hours. Some patients developed a second 
rash and chlorpromazine was discontinued. 

The cardiovascular effects consisted of 
mild to severe tachycardia and/or hypoten- 
sion. Fainting occurred occasionally at the 
onset of treatment, but very infrequently 
after the first 10 days. 

Jaundice was observed in 9 patients within 
1 month of treatment, in an equal number 
between I and 2 months, and in 1 patient be- 
tween 2 and 3 months. At the time of oc- 
currence, 6 patients were receiving 150 mg. 
daily, 12 were receiving 300 mg. daily, and 
1 was on 600 mg. daily. Jaundice was of 
the obstructive type, self-limiting in dura- 
tion, although some cases were not symptom 
free until 3 months had elapsed(g). The pa- 
tient treated with ACTH seemed to show 
a more rapid remission of her icterus. 

The convulsions were of the grand mal 
type and were observed early during treat- 
ment. Their frequency in epileptic patients 
showed little to no variation with chlor- 
promazine. Anticonvulsant drugs were al- 
ways continued at the regular dose for each 
patient. The menstrual cycle was often dis- 
turbed with either menorrhagia or amenor- 
rhea. Exact data on their incidence was not 
obtained. Only 2 cases of leukopenia were 
observed. There were no cases of agranu- 
locytosis. 


TABLE 4 


PARKINSON SYMPTOMS—1I17 "77 Female 


10 Male 


Months of treatment Total 

1-2 15 
2-3 18 
3-4 17 
4-5 26 
5-6 17 
6-7 3 
7-8 8 
8-9 2 
9-10 I 

10-11 I 

11-12 I 
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TABLE 5 therapy. Recreational and music therapies 
Resores have been made available to many more pa- 
7 * tients. They ask to discuss their problems 
Convalescent Care or with “somebody.” The group and indi- 
Discharge ............ 103 229 332 ~=vidual psychotherapy programs have been 
Much Improved ......... 56 39 95 expanded. 
277 543 820 
181 83 264 
5 7 12 DISCUSSION 


Minor side-effects were noted, such as 
abdominal cramps, epistaxis, anemia, diar- 
rhea, constipation, hyperpyrexia, seborrhea, 
lactation, dryness of the mouth and stuffi- 
ness of the nose. 

Clinical.—Three hundred thirty-two 
(21.8%) patients were placed on conva- 
lescent care or discharged from the hospital ; 
237 of these had been hospitalized 1 year or 
less before treatment; 47 had been ill 1 to 3 
years ; 26 from 3 to 5 years; 19 from 5 to 10 
years ; and 3 more than 10 years. Ninety-five 
(6.2% ) were considered much improved ; 
820 (53.8%) improved; and 264 (17.3%) 
unchanged (Table 5). There were no deaths 
due to drug toxicity. One hundred sixty- 
nine (72.5%) of patients ill more than 10 
years were improved following treatment 
(Table 6). One patient hospitalized for 30 
years was placed on convalescent care after 
14 months of chlorpromazine treatment. 

General.—The data on relapse following 
withdrawal of chlorpromazine have already 
been described(g). Those patients ill the 
longest before treatment was begun relapsed 
rapidly after withdrawal of the drug. 

The number of restraints has fallen sharply 
and on many wards this practice has been 
abandoned. Seclusion is rarely used. Acci- 
dents involving patients as well as assaults 
on personnel have significantly decreased. 
Destruction of clothes, furniture, windows 
and other material has almost ceased. It 
has been necessary to expand occupational 


There has been much controversy regard- 
ing the dose of chlorpromazine with 300 to 
4,000 mg. daily being advocated(3). It is 
not generally known that cultural factors in- 
fluence this level(5). The English as a 
rule use no more than 400 mg. daily, while 
French, Swiss and American patients re- 
ceive up to 1,000 mg. and more per day(12). 
Three hundred mg. daily was capable of pro- 
ducing a successful clinical result in our 
series. Women required higher doses than 
men. The bulk of male patients received less 
than 300 mg. daily, while female patients 
took 300 mg. or more (Fig. 1). 


~O. OF PATIENTS 


mg PER 


Fic. 1 


TABLE 6 


ALL PATIENTS 


Convalescent 


Duration of hospital care or 


Much 


before treatment discharge improved Improved No change Died 


25 160 87 
22 118 45 
17 126 33 
22 247 49 

9 169 50 
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Patients who responded rapidly to chlor- 
promazine usually did so with 300 mg. or 
less. The dose should be rapidly increased 
to at least 1,000 mg. daily if no clinical re- 
sult is observed in chronic patients within 
1-2 months. It is possible that better results 
might have been achieved in resistant pa- 
tients had we followed this procedure. We 
must emphasize the need to treat chronic 
psychotic patients for extended periods (9-12 
months) before assessing the result. Insuffi- 
cient treatment at ineffective doses have un- 
doubtedly been the cause of many therapeutic 
failures(13). 

The improvement rate for all categories 
of patients was 81.8%. The total num- 
ber placed on convalescent care status or 
discharged decreased rapidly after the first 
year of hospitalization. The inverse relation- 
ship of duration of illness and therapeutic 
effect holds true for chlorpromazine. Pa- 
tients ill the longest show the poorest dis- 
charge rates. There was no relationship 
between diagnostic group and result. A pa- 
tient may show features of catatonic, hebe- 
phrenic, or paranoid schizophrenia during 
one or subsequent hospitalizations. This 
makes correlation of diagnosis and clinical 
result difficult and even questionable. 

The incidence of Parkinson symptoms, 
jaundice, and skin rash was strikingly more 
frequent in female than in male patients. 
Szatmari(14) and Ayd(15) have reported 
that skin rash among their patients was pres- 
ent “only in females.” Goldman(16) noted 
that 3 patients with agranulocytosis were 
females. Lomas(17) found that jaundice, 
skin rash and edema were most preva- 
lent among females. Stacey and collabora- 
tors(18) found 6 of 8 cases with jaundice to 
be females. Isaacs et al. stated that jaundice 
was more common in females, 2 or 3 to I. 
They said, “The sex incidence of this com- 
plication also awaits an explanation” (19). 

Jaundice has been attributed to alterations 
of the bile with increased viscosity leading 
to “intrahepatic bile stasis’ (20). Almaden 
and Ross(21) attributed methyl testosterone 
jaundice to a similar cause. The histo- 
pathological picture of chlorpromazine jaun- 
dice is analogous to that found with a wide 
variety of drugs(22). This still does not 
explain the striking preponderance of fe- 


males with this symptom. The incidence of 
jaundice varies from country to country, 
with the French reporting the lowest 
rate(12). 

It is fairly certain now that jaundice oc- 
curs with increasing frequency from the 
second to eighth week of treatment and 
rarely thereafter(18, 23). When large num- 
bers of our patients were placed on treat- 
ment simultaneously, it appeared as if the 
rate of jaundice was high. For this reason, 
infectious hepatitis was implicated. The use 
of this word is misleading(24), for path- 
ologic studies show no signs of inflamma- 
tory changes in the liver parenchyma(2o0). 
Once the initial group is under treatment for 
several months, the morbidity suddenly de- 
clines. This results from the diminished rate 
of new patients admitted to treatment. One 
case of jaundice appeared in the 5 months 
preceding termination of this study. 

Jaundice has been treated for the most 
part by cessation of chemotherapy. Lab- 
hardt(25) used chologogues in an effort to 
increase the flow of bile. Although our case 
of jaundice treated with ACTH seemed to 
show a much more favorable response, it is 
not possible at present to draw any con- 
clusions(20). 

Side-effects and toxic reactions have not 
been studied in relation to their real im- 
portance(11). One can draw deductions of 
theoretical interest from their occurrence. 
It has been stated that patients should be 
pushed to a toxic level before lowering the 
dose, and that a good clinical result is related 
to these symptoms(4, 6). The relation of 
improvement to occurrence of Parkinson 
symptoms was discussed recently, but no 
clear-cut opinion was established(4, 6). 
Hewat et al. stated that “this action ( Parkin- 
sonism) may have therapeutic  signifi- 
cance”’(26). A study of chlorpromazine- 
diethazine in the treatment of depression 
demonstrated clearly that clinical improve- 
ment did not take place unless physiological 
symptoms developed(27). This problem re- 
quires further study. Our tentative belief at 
present is that pharmacologic compounds 
without side-effects are clinically ineffective. 

Chronically ill patients who relapse follow- 
ing withdrawal of chlorpromazine are usu- 
ally those with lengthy hospitalizations be- 
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fore treatment. It would, therefore, seem 
logical that such patients be on medication 
for the duration of their hospital stay. It 
is essential to be aware that control is ex- 
tremely difficult to establish once the drug 
is withdrawn and relapse occurs. 

We did not combine chlorpromazine with 
ECT, but used the former in combination 
with diethazine for depression with promis- 
ing results(27). Analysis of our data has 
shown that chlorpromazine alone can fa- 
vorably influence depression(10). Baruk 
et al.(28) were able to discharge 7 of 13 
longstanding cases of melancholia after 
treatment with chlorpromazine. However, 
chemotherapy of depression is still a con- 
troversial issue. 

The mass application of chlorpromazine 
with as many as 1,000 patients on treatment 
at any one time has led to an extraordinary 
transformation of this hospital unmatched 
in its existence. At the time of this writing 
(July 1956), 22 months after the program 
began, the positive results outlined in this 
paper are still maintained. Other therapeu- 
tic methods, such as electroshock, insulin 
coma, lobotomy, etc., have not been as suc- 
cessful. “Back wards” no longer exist. 
These buildings are quiet, clean, with flower 
pots, curtains and new furniture decorating 
the rooms. Patients resident in former 
“maximum security” wards now attend ball 
games and picnics. 

Chlorpromazine does not protect against 
relapse if discontinued after discharge. Pre- 
liminary studies of patients returned from 
convalescent care status show they must be 
followed closely after leaving(29, 30). Re- 
lapse may take place within a short time 
unless the maintenance dose is accurately 
regulated. Not only should the psychophysi- 
ologic aspects be considered, but the in- 
numerable social factors as well(31). Our 
observations indicate that patients with re- 
peated psychotic attacks should be on a main- 
tenance dose of chlorpromazine for extended 
periods. 

Three salient features emerge from this 
study: (1) The average dose used by fe- 
males exceeded that of males. (2) The 
incidence of side-reactions was greater in fe- 
males. (3) The clinical results in female pa- 
tients were superior. After 50-55 years the 


percentage improvement of female patients 
begins to decline, while that of males in- 
creases. This material is now being ana- 
lyzed further. 

It would seem that a hormonal factor is 
operative in the psychosis. The structural 
formulae of male and female hormones, as 
well as that of the adrenal cortex, show a 
common steroid configuration, of which 
cholesterol is considered to be the precursor. 
One of the main sites of cholesterol metabo- 
lism is the liver. It is possible that a meta- 
bolic defect of this organ may exist in mental 
illness. The relationship of the liver to psy- 
chotic disorders has been claimed for many 
years (32). Rinkel has briefly reviewed some 
of the evidence for liver involvement in 
experimental psychiatric procedures( 33). 


While most of our attention in psychiatry 
has been concentrated on the brain, it is in- 
deed possible that the primary disturbance 
lies in other organ systems, and the central 
nervous system involved secondarily. 


SUMMARY AND CONCLUSIONS 


1. Of 1,523 patients treated with chlor- 
promazine from 1-15 months, 81.8% showed 
improvement. 

2. Problems concerning dose, side-effects, 
and clinical results have been considered. 

3. Female patients used higher doses, had 
a proportionately larger number of side- 
effects, and showed a better discharge rate 
than males. 

4. Some theoretical considerations of these 
findings have been reviewed. 
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CLINICAL EVALUATION OF TWO PHENOTHIAZINE COMPOUNDS 
PROMAZINE AND MEPAZINE* 


L. H. RUDY, M.D., H. E. HIMWICH, M.D., ano D. C. TASHER, M. D.* 


Because of the continued research for 
more effective tranquilizing drugs, two 
phenothiazine compounds were evaluated 
clinically and the results compared with 
chlorpromazine on the same group of chronic 
patients. One of these, mepazine (Pacatal) 
had been used successfully in Europe. 
Promazine (Sparine) is now under investi- 
gation at another hospital and has been 
found to be effective in the management of 
patients with acute mental disturbances(1). 
This report is concerned with the effects of 
mepazine and promazine on the same groups 
of acute and chronic patients. The chronic 
patients had a previous therapeutic trial on 
azacyclonol (Frenquel), chlorpromazine 
(Thorazine) and reserpine (Serpasil(2). 
In view of the turnover of the acute patients, 
a comparative study could not be done in this 
category. 


METHOD 


The study of the acute patients was made 
at the East Moline State Hospital by one of 
us (D.C.T.). Fifteen acute patients (8 
men, 21-53 years of age, and 7 women, 26-51 
years of age) were given these drugs. In 
addition, approximately 50 chronically ill 
psychotic patients, almost equally divided ac- 
cording to sex, were tested; the majority 
were between 40-70 years of age with long 
histories of residence averaging 19 years in 
state hospitals. All the chronic patients were 
sufficiently disturbed to require closed ward 
therapy and maximum hospital security. The 
schedule of oral medication was an initial 
placebo period of 2 weeks followed by 4 
weeks of one of these drugs, then a placebo 
period before the alternate one was em- 
ployed. 


1 Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, IIl., April 30- 
May 4, 1956. 

2From the Galesburg State Research Hospital, 
Galesburg, Ill, and East Moline State Hospital, 
East Moline, Ill. 


Acute Patients ——This group of 15 pa- 
tients with acute psychotic episodes were all 
recently admitted to the hospital and had not 
yet received any therapy other than isolation 
and hydrotherapy as necessary; 3 had re- 
quired intramuscular Sodium Amyftal. 
Among the 8 men were 3 patients with acute 
exacerbations of chronic undifferentiated 
schizophrenia ; 2 who were classified as hav- 
ing an initial attack of undifferentiated 
schizophrenia; and 3 paranoid  schizo- 
phrenics, Of the female patients (26 to 51 
years of age), 3 had acute exacerbations of 
chronic undifferentiated schizophrenia ; 1 had 
been initially diagnosed as an acute undif- 
ferentiated schizophrenic; 2 were paranoid 
schizophrenics; and 1 was diagnosed as a 
severe acute anxiety reaction. The patients 
were first given 4 weeks of treatment with 
promazine starting with a test dose of 25 mg. ; 
this was increased to 50 mg. t.i.d. the second 
day and 100 mg. q.i.d. following that. All 
medication was by the oral route. Pulse and 
blood pressure were taken daily and the pa- 
tients seen twice daily by the medical staff. 
With mepazine, dosage levels of 25 mg. t.i.d. 
were used as a test dose; this was increased 
to 50 mg. t.i.d, the second day and 100 mg. 
q.i.d, following that. These patients were 
kept on the ward for at least 2 weeks after 
starting therapy, and if they become stabil- 
ized without any manifest untoward effects, 
they were permitted to go off the ward to 
recreational therapy, visit with relatives, and 
participate in hospital activities. 

The criteria used for these patients are as 
follows: (1) Recovery: indicates social re- 
covery so that the patient is ready to take 
his place in society again; complete loss of 
hallucination and delusions, return of affect 
and disappearance of abnormal behavior ; (2) 
Great Improvement: signifies one or more 
of the following 3 changes: (a) loss of hal- 
lucinations, (b) marked improvement in in- 
terpersonal relationships, (c) marked im- 
provement in affect; these patients were 
given a parole card and/or transferred from 
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an untidy ward to a tidy one and continued 
to improve without further medication; (3) 
Improved : includes all the criteria for Great 
Improvement except that these improve- 
ments were temporary and ceased when 
medication was withdrawn. Some of the pa- 
tients were unchanged by medication, as 
indicated in Table 1, and none was made 
worse, 

Chronic Patients.—The criteria for clinical 
evaluation of the chronic patients at the 
Galesburg State Research Hospital (by 
L.H.R. and H.E.H.) were the same as those 
previously used for the study of other 
tranquilizing drugs on this group of patients 
(2). The results obtained with promazine 
and mepazine were classified at various de- 


TABLE 1 


Tue Errects ory ProMAZzINE AND MEPAZINE ON A 
Group or Acute PATIENTS 


tion of chronic 


Acute exacerba- 
undiff. 


Psychoneurotic 


entiated 


2 
Ss 


) Paranoid 


PROMAZINE 
MEN 


Recovered 
Great improvement .. 
Improved 
Unchanged 


co | te 


Total 


Recovered 

Great improvement .. 
Improved 

Unchanged 


ulowwnn 


Recovered 
Great improvement .. 
Improved 
Unchanged 


Recovered 

Great improvement .. 
Improved 

Unchanged 


grees of improvement, unchanged condi- 
tion, or worse. The term improvement was 
applied to beneficial change in the psychotic 
symptoms that appeared while the drug was 
being administered and then disappeared 
with regression toward the premedication 
state after discontinuation of the drug. The 
degrees of improvement were: (1) Marked 
improvement—an over-all amelioration of 
the fundamental psychiatric symptoms, such 
as the delusional thought process of the para- 
noid patients, the dissociation of ideas and 
the autism characteristic of the hebephrenic ; 
(2) Definite improvement—a change of the 
psychotic picture including an attenuation of 
all psychotic symptoms, but referring chiefly 
to the secondary ones, such as diminution of 
psychomotor hyperactivity; (3) Partial im- 
provement—desirable effects limited to the 
mitigation of only some of the psychotic 
symptoms so that ward management was 
greatly facilitated; (4) Doubtful improve- 
ment—some beneficial effects noted but the 
patient did not fulfill both requirements men- 
tioned above in regard to the correlation of 
the patient status with administration or re- 
moval of the therapeutic agent, so that it re- 
mained doubtful whether the amelioration 
was actually due to the drug or to a spon- 
taneous fluctuation in the psychotic symp- 
tomatology; (5) the category of equivocal 
results was necessary in order to classify 
changes consisting of a sedative or quieting 
effect which might be considered beneficial 
from the viewpoint of ward management 
but hardly so from the psychiatric viewpoint 
as these changes were associated with in- 
tensification of withdrawal, apathy, passivity, 
and inactivity; (6) this category, patients 
who remained unchanged, is self-explana- 
tory, as is (7) those who were made worse. 


RESULTS 


Acute Psychotic Episodes.—Eight men 
were placed on a 4-week period of promazine 
therapy (Table 1). Three were clinically 
recovered and sent home on conditional dis- 
charges, One was an acute undifferentiated 
schizophrenic, another a paranoid schizo- 
phrenic, and the third an acute exacerbation. 
Three others exhibited great improvement in 
that they ceased to hallucinate or to be dis- 
turbed so that special nursing care and hy- 
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drotherapy could be discontinued at the end ously been discharged. One, a paranoid 
of 2 to 3 weeks. One of the acute exacerba- schizophrenic, and another with an acute 
tions of the chronically undifferentiated exacerbation, were regarded as social re- 
schizophrenics revealed improvement and coveries. Great improvement was obtained 
exhibited resocialization, enhanced interper- in I male with acute exacerbation and with 
sonal relationships and better ward adjust- 1 male and 1 female with acute undifferen- 
ments. He was distinctly less aggressive and _ tiated schizophrenia. One paranoid was im- 
able to take part in the total hospital treat- proved, 2 paranoids and 1 female with an 
ment without showing any evidence of acute exacerbation were unchanged, Of the 
drowsiness, One paranoid patient was un- 10 patients receiving mepazine, drug intoler- 
changed following the course of therapy. ance was noted in 2 cases diagnosed as drug 
Seven women also received promazine and dermatitis. There was slight elevation of the 
were included in the acute group having been pulse with moderate fall in blood pressure. 
admitted to the hospital within the preceding The treatment of I patient was discontinued 
4 weeks. One acute undifferentiated schizo- because of dizziness; she is not included in 
phrenic patient and another with acute ex- Table 1. 
acerbation were considered clinically re- Chronic Patients —In Table 2 it should 
covered and discharged from the hospital. be noted that of the so patients treated with 
One patient with acute exacerbation and one mepazine, 50% showed marked, definite, or 
paranoid were greatly improved and no _ partial improvement; and of these 25 pa- 
longer required closed-ward management. Of _ tients 3 manifested marked improvement, 1.e. 
the other patients, 1 with psychoneurotic only 6% of the total number of chronic pa- 
anxiety, another with acute exacerbation, and tients under treatment with this drug. Six 
a third with a paranoid reaction showed im- other patients or a total of 12% manifested 
provement, All were able to tolerate this exacerbation of their psychotic behavior, and 
dosage of promazine and the only side-effect were termed worse. The side-reactions were 
noticed in the 15 patients was constipation as follows: constipation(4), dizziness(4), 
which was easily corrected by cascara or milk dry mouth(3), dermatitis(1). Two displayed 
of magnesia. general tremulousness when the dosage was 
Only 10 of the acute patients were given raised to 100 mg. t.i.d. 
mepazine therapy inasmuch as 5 had previ- A review of Table 2 discloses that of the 


TABLE 2 


Tue Errecrs ory PROMAZINE AND MEPAZINE ON A Group or CHronic PATIENTS 


Senile Hebe- CNS Schizo- 
psychosis Paranoid phrenic Catatonic Simple syphilis affective Total 
PROMAZINE 
I 
I 
I 


Marked improvement 
Definite improvement 
Partial improvement 
Doubtful improvement 
Equivocal results 
Unchanged 

Worse 


naa 


Total 


Marked improvement 
Definite improvement 
Partial improvement 
Doubtful improvement 
Equivocal results 
Unchanged 

Worse 


1957] 
a 
4 
15 I 3 3 6 52 
MEPAZINE 
coccces I I I I 0 1 6 
14 16 I 3 2 7 50 


g82 


CLINICAL EVALUATION OF PROMAZINE AND MEPAZINE 


[ May 


52 patients treated with promazine, 37, or 
62%, exhibited marked, definite, or partial 
improvement, In these 37 patients, 7, or 13% 
of the total number of patients treated, dis- 
played marked improvement. None became 
worse. The following side-effects were noted : 
constipation(4), dry mouth(3) ; 1 patient be- 
came dizzy with a dose of 100 mg, t.i.d.; and 
1 developed a Parkinsonian tremor of the 
hands on a dosage of 200 mg. q.i.d. 


DIscUSSION 


Two phenothiazine compounds were tested 
clinically on acute and chronically disturbed 
psychotic patients. It was not possible to 
evaluate these drugs with chlorpromazine on 
the acute psychotics because of patient turn- 
over. Both mepazine and promazine appeared 
to be effective although under promazine 
therapy a greater number of patients showed 
improvements and fewer side-effects than 
with mepazine. On the other hand, patients 
who exhibited social recovery with mepazine 
failed to do so with promazine. As might 
have been expected, the results obtained on 
the acute patients were better than those on 
the chronically ill. Improvement in the acute 
category was equivalent to marked improve- 
ment in the chronic group. 

A review of Table 3 reveals that the per- 
centage of patients showing marked, definite 
and partial improvement was greatest with 
promazine and least with mepazine. On the 
other hand, when the best type of improve- 
ment is taken into consideration, chlorproma- 
zine is most effective, followed by promazine 
and then mepazine. In general, it may be 
said that chlorpromazine more consistently 
caused complications than did the 2 other 
phenothiazine derivatives. With chlorproma- 
zine were observed decreases of blood pres- 
sure of rapid onset, greater variability and 
instability with occasional depressions to ex- 
treme low values affecting especially the di- 
astolic levels. These hypotensive crises were 


often associated with spells of dizziness and 
fainting. Chlorpromazine also produced a 
variable tachycardia, In addition, skin 
erythema and urticaria were observed and 
one patient developed icterus. However, 
chlorpromazine was the most effective drug 
in treatment of the disturbed paticnt. 

With promazine 2 patients who had been 
previously seizure-free had grand mal sei- 
zures, one convulsing on a dosage of 100 mg. 
q.i.d. and the other on 400 mg. q.i.d. How- 
ever, in both there was a suggestion of previ- 
ous brain damage—one has been diagnosed 
luetic meningo-encephalitis and the other 
mental deficiency. In a previous paper(7), it 
was noted that patients with organic brain 
disease were susceptible to high doses of the 
phenothiazine compounds and that perhaps 
the threshold of cerebral discharge may be 
lowered by brain injury and, therefore, make 
the patient unduly sensitive to the tranquiliz- 
ing drugs. In evaluating the side-effects, it 
must be recalled that the actual dosage of 
promazine was greater than that of the other 
two drugs. Nevertheless, the side-effects of 
mepazine and promazine were less prominent 
than those of chlorpromazine. Such high 
dosage may be responsible for the large per- 
centage of various degrees of improvement 
as well as for the untoward effects of Parkin- 
sonism and grand mal seizures. 

It is known that chlorpromazine depresses 
hypothalamic functions and this depression 
may in part account for the clinical improve- 
ment of disturbed patients(3). Mepazine 
and promazine also exert effects on hypo- 
thalamic structures. Another locus of the 
activity of chlorpromazine is found in the 
reticular system. Chlorpromazine may de- 
press this system and thus alter the reaction 
to painful stimuli(4). It is therefore of in- 
terest to note that promazine, like chlorpro- 
mazine, also effectively blocks the arousal re- 
action of the reticular formation to pain(5, 
6), while mepazine fails to do so. Perhaps 


TABLE 3 
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this failure may be partially responsible for 
its less effective clinical action. 


CONCLUSIONS 


We found promazine and mepazine to be 
of value in the treatment of psychotic pa- 
tients with acute and chronic symptomatol- 
ogy. In the acute patients both promazine 
and mepazine yielded social recoveries as well 
as lesser degrees of improvement. One pa- 
tient in 15 remained unchanged with proma- 
zine as did 2 in 10 with mepazine. Of the 
chronic patients 50% of those on mepazine 
revealed various grades of improvement, 
while 71% exhibited similar improvements 
with promazine. The best type of marked 
improvement was shown in 3 patients (6%) 
with mepazine, 7 (13%) with promazine, 
and 9 (24%) with chlorpromazine. Side-re- 
actions with mepazine were constipation, diz- 
ziness, dry mouth, and dermatitis. In some 
instances the use of promazine was associ- 
ated with constipation, dry mouth, dizziness, 
and Parkinsonian tremor. Two patients ex- 
hibited grand mal seizures. In general, for 
the chronic patients, the dosage employed 


with promazine was greater than that used 
with mepazine. 
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AN EVALUATION OF PROMAZINE HYDROCHLORIDE IN 
PSYCHIATRIC PRACTICE 


STANLEY LESSE, M. D.? 


This paper represents our initial clinical 
evaluation of a new synthetic phenothiazine 
derivative in psychiatric practice: promazine 
hydrochloride, a gamma-dimethylamino-n- 
propylphenothiazine hydrochloride. Its for- 
mula is very similar to those of the other 2 
phenothiazine compounds that have been in- 
tensively tested in psychiatric patients; 
namely, phenergan hydrochloride and chlor- 
promazine hydrochloride. Promazine hydro- 
chloride differs chemically from chlorproma- 
zine hydrochloride only in that the latter has 
a chlorine atom attached to the phenothiazine 
nucleus. 

Promazine hydrochloride was studied in 
our search for an ataraxic drug which would 
be equal or superior to chlorpromazine as a 
tranquillizer in psychiatric patients, while at 
the same time having fewer adverse side- 
effects. 

METHODOLOGY 


The case material consists of 50 patients, 
45 of whom were seen in private practice, 


and 5 were clinic outpatients. Thirty-six 
were women ranging in age from 28 to 75 
years, while 14 were males 35 to 72 years of 
age. As to diagnoses, 22 had schizophrenia, 
15 had agitated depressions, 11 had psycho- 
neuroses, and 2 severe, acute organic mental 
reactions. The duration of illness varied 
from 20 hours to 21 years, the vast majority 
being less than 4 months, All patients were 
treated with promazine hydrochloride for 
more than 2 weeks. The longest period of 
treatment has been 4 months, The majority 
of patients had had therapy with other 
ataraxic drugs prior to starting on promazine. 


TECHNIQUE OF EVALUATION OF IMPROVE- 


MENT LEVEL 

The technique used in evaluating the level 
of improvement was the same as that intro- 

1The promazine hydrochloride was generously 
supplied as WY-10904 (Sparine) by the Wyeth 
Laboratories, Philadelphia, Pa. 

2 From the Neurological Institute of the Presby- 
terian Hospital of New York and the College of 
Physicians and Surgeons, Columbia University, 
New York, N. Y. 
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duced by us in our initial evaluation of the 
efficacy of chlorpromazine therapy in private 
practice(1). It considers and attempts to 
quantify, as much as possible, both subjective 
and objective factors. The criteria used stress 
the patient’s adaptation to routine responsi- 
bilities of everyday life in addition to the 
degree of symptomatic improvement. The 
degree of pride and pleasure obtained from 
successful performance was considered also. 
The details of the scheme are as follows: 

I. Performance-—(A) Vocational Per- 
formance—Key: (1) Excellent: full-time 
employment. Functioning efficiently without 
strain. Great pride and pleasure from attain- 
ments. (2) Good; full-time employment. 
Greater effort required than was necessary 
prior to illness. Moderate pride and pleasure 
from attainments. (3) Fair: working inter- 
mittently with considerable difficulties, fre- 
quent absences. Faulty performance at times. 
Lack of pride and pleasure. (4) Poor: unable 
to perform at all. (B) Social Performance 
(Individual and Group Interpersonal Rela- 
tionships)—(1) Excellent: active and com- 
fortable. High level of pride and pleasure ob- 
tained. (2) Good: active but with slight to 
moderate difficulty at times. Limited pleasure 
capacity. (3) Fair: socializes with great dif- 
ficulty. Readily becomes very anxious. Lack 
of pride and very limited and infrequent 
pleasure. (4) Poor: seclusiveness or chaotic 
relations. 

II. Amelioration of Anxiety.—Anxiety is 
defined for our purpose here in its broadest 
aspect. We consider it synonymous with fear 
whether this fear is generated by unconscious 
conflict or actual difficulties. We attempted 
to quantify anxiety according to a 4-point 
scale after analyzing this psychophysiological 
phenomenon into several components; 
namely, (1) motor component, (2) affectual 
component, (3) verbal component, and (4) 
autonomic component. Key: (1) Calm: no 
restlessness. Overt expression of fear, when 
it occurs, is appropriate to the severity of the 
actual stress. (2) Slight restlessness: slight 
affectual expression of fear, slight pressure 
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of speech. (3) Marked restlessness: pacing. 
Marked overt affectual expression of fear. 
Often severe pressure of speech. (4) Panic. 

III. Amelioration of Initial Symptoms.— 
Key: (1) Excellent: all symptoms completely 
gone. (2) Good: symptoms markedly re- 
duced in intensity and frequency. Patient 
able to cope with them. (3) Fair: Slight im- 
provement only, with the symptoms con- 
tinuing to plague patient most of the time 
and with marked impact. (4) Poor: symp- 
toms unchanged. 

IV. Dreams.—Whenever possible, dreams 
were sought out and studied in an attempt 
to gain additional information. Disappear- 
ance of nightmares, decrease in the fre- 
quency of rage dreams, and an increase in 
the frequency of pleasant dreams were points 
that were evaluated. 

The final Improvement Rating was in- 
dicated on a 4-point scale which took into 
account all of the factors described above. 
Key: (1) I. Excellent: full-time efficient em- 
ployment. Active and comfortable in social 
performance. Marked pride and pleasure 
from vocational and social performance, (2) 
II. Good: full-time employment but requiring 
slightly greater effort than usual. Active so- 
cially but with slight to moderate difficulties 
at times. Slight residual anxiety. Symptoms 
markedly reduced in intensity and frequency. 
Limited pride and pleasure from perform- 
ance. (3) IIL. Fair: working but with con- 
siderable difficulties. Frequent absences. So- 
cializing with great difficulty. Moderate to 
marked residual anxiety. Slight improvement 
in symptoms. Minimal pride and pleasure 
from performance. (4) IV. Poor: unable to 
perform vocationally or socially. Anxiety 
level severe and unchanged. Symptoms un- 
changed. Absence of pride and pleasure from 
performance. 

Of the 50 patients, 44 were too ill to func- 
tion socially or vocationally, being completely 
dominated by their symptoms. The other 6 
functioned, but only with very great diffi- 
culties. 


CLINICAL EVALUATION OF PROMAZINE HYDRO- 
CHLORIDE 


Improvement.—Of the 50 patients studied 
17 (34%) were considered as presenting ex- 
cellent or good results (Improvement Rat- 


ings I or II). The remaining group obtained 
very slight benefit or none at all. In other 
words, the drug worked effectively in ap- 
proximately one-third of the cases, while it 
had very slight or no effect in the remaining 
two-thirds. 

Factors Affecting Degree of Improvement. 
—As with chlorpromazine, age, sex, and di- 
agnosis did not significantly affect the im- 
provement ratings. The factor upon which 
the degree of improvement appears to rest 
is the degree of overtly manifested anxiety. 
Promazine hydrochloride was most effective 
in patients with marked anxiety, particularly 
those in whom there was a great deal of 
motor activity as part of the anxiety. Figure 
1 illustrates the relationship between the 
degree of anxiety and the improvement rat- 
ing. Note that only 1 patient with relatively 
slight overtly manifested anxiety showed a 
significant improvement. 

It is my impression also that the drug is 
more effective in acutely ill patients than in 
those who have been ill for 6 months or more. 

Technique of Drug Administration.— 
Dosages with promazine hydrochloride were 
similar to those used with chlorpromazine 
hydrochloride. The initial daily dose ranged 
from 50 mg. to 600 mg. per day (average 100 
mg.). I have given initial daily doses of 400- 
600 mg. to patients who were on correspond- 
ing doses of chlorpromazine and in whom the 
chlorpromazine had to be discontinued be- 
cause of a severe side-effect. This change- 
over was made without any observable dif- 
ficulty. In severely agitated patients the 
initial daily dosage was as high as 400 mg. 
per day. I have used promazine intramuscu- 


ANXIETY AS A FACTOR 
EFFECTING DEGREE OF IMPROVEMENT 
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985 

x 

4 4 m 4 Ww 4 

| 4 | 

3 o | 12 4 

a 

Fic. 1. 


986 EVALUATION OF PROMAZINE HYDROCHLORIDE [ May 


larly in only 4 patients who manifested ex- 
treme anxiety, the maximum dose being 400 
mg. spread over 24 hours. The intramuscular 
promazine appears to be far ess painful than 
the parenteral chlorpromazine. It took ef- 
fect, in the 3 patients in whom it was very 
efficacious, in from 15 to 30 minutes, which 
is about the same as I have found with intra- 
muscular chlorpromazine. As yet I have had 
no experience administering the drug intra- 
venously, The majority of patients report 
that promazine taken orally begins to take ef- 
fect in from 45-60 minutes. 

The maximum dose of promazine used was 
1,000 mg. per day. It is my impression, how- 
ever, that if the drug does not have very sig- 
nificant benefits by the time 500-600 mg. per 
day are used, it will be of no use at higher 
dosages. However, as with chlorpromazine, 
if the patient shows definite symptoms and 
signs of improvement before he has received 
500-600 mg. per day, the drug should be in- 
creased until maximal benefits are obtained. 
The maximum dosages were maintained for 
2 weeks or longer. They were not decreased 
until there was definite evidence that the pa- 
tient had maintained a high level of improve- 
ment for several weeks. 

The medication was a valuable adjunct to 
either supportive or analytical psychotherapy, 
but only in those patients who initially were 
very tense. These patients at the onset were 
poor candidates for any type of psychother- 
apy given on an outpatient basis. The amelio- 
ration of the marked anxiety enabled many 
in this group to cooperate in psychotherapy. 

Complications of Promasine Therapy.— 
We have found that over 50% of patients 
treated with chlorpromazine had adverse 
side-effects(1) ; in 1 of every 8 chlorproma- 
zine was discontinued because of their 
severity. 

We found that promazine had far fewer 
side-effects than chlorpromazine, and when 
present, with 3 exceptions, they were very 
mild and caused no great difficulties. Mild 
drowsiness or fatigue and dryness of the 
oral and nasal mucosa were the only symp- 
toms commonly seen. Of the 14 patients com- 
plaining of drowsiness only 6 required 
amphetamines to counteract the symptom. 
Slight dryness of the oral and nasal tissues 
was reported by 9 patients. Hypotensive ef- 


fects of very mild degree were seen in only 
3 patients. Mild pruritis was reported by 
one patient, while mild constipation and 
bulemia each were reported by 2 patients. 
Three schizophrenic patients, all of whom 
had difficulty with reality control when con- 
sciousness was even slightly depressed, 
demonstrated aggravation of their psychoses. 

The drug had to be discontinued because 
of adverse side-effects in 2 patients. Ex- 
treme aggravation of a schizophrenic psy- 
chosis was the reason in I case, while an 
annoying maculo-papular eruption over the 
upper extremities was the cause in the other. 
With this second patient, it should be 
noted that many unrelated drugs have caused 
the same problem. We have not seen grippe- 
like complications, Parkinson-like symptoms, 
jaundice or leukopenia in patients treated 
with promazine. Blood counts performed on 
25 patients, while they were on the drug, 
were all normal. 

Patients who had had very severe ad- 
verse side-effects with chlorpromazine were 
switched over to promazine. One who had 
extreme severe rigidity on 3 occasions with 
chlorpromazine has been effectively treated 
with promazine without complications. Two 
patients who developed jaundice on chlor- 
promazine were immediately transferred to 
a similar dose of promazine with rapid dis- 
appearance of the icterus. Four patients, 2 
with severe general dermatitis and 2 with 
severe grippe-like syndromes, were also 
switched to equal doses of promazine with 
rapid disappearance of the adverse side-ef- 
fects and without any loss of therapeutic 
effect. 

We have noted no clinical evidence of po- 
tentiation of the action of barbiturates by 
promazine. 


DISCUSSION 


The reports on promazine hydrochloride 
(2, 3, 4) have dealt mainly with its effects on 
hospitalized alcoholics. One report (4) also 
considered its effect on hospitalized opiate 
addicts and agitated or confused psychotics. 
The authors were impressed with the tran- 
quillizing effects of the drug in agitated pa- 
tients. They were also impressed with its 
antiemetic properties. A few patients were 
reported as having slight to moderate postural 
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hypotensive reactions. However, since most 
of the patients in whom this symptom was 
reported had organic psychotic effects sec- 
ondary to alcohol one cannot readily deter- 
mine whether the promazine, the alcohol, or 
a combination of both was the major cause 
of a slight drop in blood pressure. The ad- 
verse side-effects of this drug, when com- 
pared with those reported for chlorproma- 
zine, appear to be relatively very mild and 
uncommon. 

Our series of 50 patients represented the 
broad clinical spectrum commonly seen in 
private psychiatric practice. The drug was 
given only to those who were severely ill, 
most of whom would have required hospi- 
talization or ambulatory electroshock therapy, 
if a tranquillizing drug were not available. 

The clinical efficacy of the drug was judged 
by what we consider a strict scheme that is 
readily applicable to psychiatric patients seen 
in private practice, in the outpatient clinics, 
and in patients following discharge from 
mental institutions. It stresses the patient's 
abilities of adaptation and performance both 
socially and vocationally. In addition, the 
ability to experience pride and pleasure from 
his performance is a cardinal feature. The 
degree of amelioration of anxiety and other 
symptoms is also important. 

On the basis of these criteria we found 
that 1 of every 3 patients treated with proma- 
zine showed very significant improvement. 
As with chlorpromazine, promazine is effec- 
tive only in those patients who demonstrate 
marked anxiety, particularly if the motor 
component is pronounced. For example, if 
we consider only the 35 patients who evi- 
denced the greatest degree of anxiety prior 
to therapy, the drug was significantly effective 
(improvement ratings I and II) in slightly 
less than one-half of the cases. On the other 
hand, as we found for chlorpromazine and 
the other tranquillizers, the medication was 
not effective in patients manifesting very 


little overt anxiety. The diagnoses, the pa- 
tient’s age or sex did not have any significant 
bearing on the results. The drug was most 
effective in acute illnesses of less than 4 
months’ duration. 

In therapeutic efficacy, therefore, proma- 
zine hydrochloride appears, on the basis of 
this relatively small series, to be equal to 
chlorpromazine hydrochloride. 

Promazine hydrochloride appears to have 
great advantages over chlorpromazine be- 
cause the adverse side-effects produced by 
the drug have, thus far, been minimal as com- 
pared with those caused by chlorpromazine. 
Promazine can be used effectively in patients 
in whom chlorpromazine must be discon- 
tinued because of severe complications. 


SUMMARY 


1. Fifty psychiatric patients treated with 
promazine hydrochloride, a new phenothia- 
zine derivative, are reviewed, 

2. The drug was effective in one-third of 
the patients treated, but only in those who 
demonstrated marked anxiety. 

3. Dosages and methods of administration 
are considered. 

4. Adverse side-effects are mild and rela- 
tively uncommon as compared with those 
produced by chlorpromazine. 

5. Promazine appears to be as effective as 
chlorpromazine as a tranquillizer in psychi- 
atric practice and deserves further study. 
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CHLORPROMAZINE AND CHRONIC NEUROTIC TENSION ! 
JULIUS MERRY, M.D., D.P.M., R. A. PARGITER, M.B., B.S., ano H. MUNRO, Cano. Psycn.? 


Chronic neurotic tension states are among 
the most difficult of psychiatric conditions to 
treat satisfactorily. A reflection of this dif- 
ficulty is seen in the number of different 
treatments that have been advocated for them 
from time to time. These have included con- 
tinuous narcosis, “modified” insulin, mephen- 
sin, acetyl choline, inhalations of 70% car- 
bon dioxide, methyl pentynol and prefrontal 
leucotomy. None has for one reason or an- 
other proved sufficiently efficaceous to stop 
the search for a more adequate treatment. 

Chlorpromazine is a recent entrant into 
this therapeutic field. Favorable reports have 
been made by Anton-Stephens(1), Garmany, 
May, and Folkson(2) and Silverman(s). 
None of these investigations was controlled 
to exclude factors which always operate in 
a doctor-hospital—patient relationship. The 
present study was undertaken to evaluate the 
effect of chlorpromazine on chronic neurotic 
tension states while trying to control other 
therapeutic factors of importance. 


METIHIOD 


Those recommended for the trial were 
male inpatients seen soon after admission 
by 2 psychiatrists (J. M. and R.A. P.) in- 
dependently. Interviews were conducted to 
assess the nature and severity of the clinical 
state and if both psychiatrists agreed that the 
patient was suffering from a chronic neu- 
rotic tension state, he was included in the 
series. He was then given a week or so to 
settle down in hospital and during this 
time he was not allowed to have any seda- 
tives or hypnotics. This initial rest period 

vas brought in to allow the effect of entering 
into hospital to play its part before com- 
mencing treatment with tablets. At the end 
of this initial period the patient was seen 
by the psychiatrists for confirmation of di- 
agnosis, and then referred to the psycholo- 
gist (H. M.) who attempted to make a more 
objective assessment of the patient’s condi- 

1 Preliminary report. 


2 Address: St. Ebba’s Hospital, Epsom, Surrey, 
England. 
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tion. The patient was then told he was going 
to be tried on a new treatment and was placed 
on 25 mg. tablets. The dosage was varied 
with the patient’s response up to a maximum 
of 300 mg. daily. After 4 weeks the patient 
was reassessed independently by the psychi- 
atrists and psychologist. Twenty-one pa- 
tients took part in the trial, half of these 
having inert tablets of similar appearance to 
chlorpromazine. The pharmacist was the only 
person aware of the nature of the tablets and 
she arranged the distribution of the patients 
so that the clinician was unlikely to guess 
which patient was having the chlorpromazine 
and which the placebo, i.e., it was not a 
straight series of alternate cases. 

As no psychological test methods are avail- 
able for direct measurement of tension it 
was assumed for the purpose of psychological 
assessment (1) that tension will increase 
mental rigidity relative to the drive avail- 
able, and thus lower the speed of intellectual 
work, more so in less formal and clearly de- 
fined tasks; (2) that patients selected for 
tension would vary stochastically on other 
factors affecting speed; and (3) that chlor- 
promazine will not directly affect intellectual 
efficiency. Hence the following tests were 
given: (1) 25 additions of ten 1-digit num- 
bers, a larger decrease in total time being 
expected for the experimental than for the 
control group; (2) 3 Write-a-Story tests, 
stimulus material being MAPS pictures with 
scenes constructed by the examiner: (a) 
impersonal scene: 2 men and a woman on 
street bridge; (b) daydream scene: benevo- 
lent male phantasy figure and a child of either 
sex on dream stage; (c) “personal” scene, 
different for each patient and related to his 
problems and symptoms as described in the 
case notes. 

A decrease in tension was expected to give 
a decrease in latency time and an increase 
in speed of construction and length and 
richness of the story, with the effect prob- 
ably larger on story b than on a and largest 
on ¢, 

A test of rigidity in problem solving was 
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excluded after testing half the cases because 
of difficulties in administration and scoring 
and a questionnaire of subjective symptoms 
(formulated as a sentence completion test) 
was substituted. Neither of these was given 
to a sufficient number of cases to warrant 
analysis. All tests were prepared in 2 forms 
and cross control used. Because of irregu- 
larities in procedure, language difficulties, 
and other factors, some cases had to be ex- 
cluded leaving 16 (8 in each group) for the 
final analysis of psychological test data. 

Scoring of the tests was based on a pre- 
liminary (graphic) inspection of temporal 
pattern, test-retest consistency and scatter in 
the population. The following measures were 
employed: (1) Total time for 25 additions ; 
(2) latency time till writing commenced ; and 
number of words written in 3 minutes after 
writing commenced—the longest period all 
subjects could be induced to continue. As the 
3 stories showed fair agreement, the total 
score for all 3 was computed. The experi- 
mental and control groups were then com- 
pared for initial scores and for improve- 
ment on retesting, by Mann & Whitley's 
U-test. No significant differences appeared. 

For comparison with the clinical assess- 
ment the cases were divided into “improved” 
and “worse” according to whether or not the 
difference between test and retest scores was 
in the expected direction. The division into 
much and slightly improved and worse is 
arbitrary. Only the numbers of improved 
and worse cases are included in this report, 
but further data can be obtained from the 
psychologist (H. M.). The results are shown 
in the accompanying table. 


DISCUSSION 


There is no clear difference between the 
results obtained in the chlorpromazine and 
control groups, clinically, subjectively or on 
psychological tests. Lambert and Rees(3), 
in a controlled therapeutic trial on outpa- 
tients with anxiety states, found that the re- 
sults obtained by chlorpromazine were sig- 
nificantly better than with inert tablets: 54% 
of the chlorpromazine group showed marked 
or moderate symptomatic improvement. This 
figure roughly agrees with our findings for 
both groups. It is also worth noting that 
this is roughly the same proportion of im- 


TABLE 1 


REsuLts 


Chlorpromazine Control 
Clinical Assessment 
(21 subjects) 
Improved 
Not Improved 
Patients’ Assessment 
Improved 
Not Improved 
Psychological tests 
(16 subjects ) 
Arithmetic (time) 
Improved 
Worse 
Stories (total latency ) 
Improved 
Worse 
Stories (speed ) 
Improved 


Worse 


(1 slightly) 


6 (4 slightly) 
2 (2slightly) 


5 (2slightly) 
3 (1 slightly) 


3 (aslightly) 
5 (1 slightly) 


I 
7 (6 slightly) 


3 (1 slightly) 
5 (3 slightly) 


4 (1 slightly) 
4 (2 slightly) 


provement achieved with ECT and with 
“placebo ECT” treatments in anxiety states 
by Montagu and Davies(4). Lambert and 
Rees found a high tendency to relapse; in 
fact, two-thirds of their improved patients 
relapsed after a few weeks of clinical im- 
provement, despite continuation of chlor- 
promazine. 

While there is no outstanding difference 
between the results in our 2 groups, there 
is no doubt that chlorpromazine has definite 
pharmacological action. But this action is 
unpredictable in our present state of knowl- 
edge, as demonstrated in the following brief 
case histories, 


Case 1.—Mr. A., aged 50, had been ill for about 
15 years. He had been admitted to 3 other psy- 
chiatric hospitals before his admission here. His 
present exacerbation dated from 1953 when he 
commenced attending a London hospital where he 
was treated at different times with ECT, “modi- 
fied” insulin, and sedation. He was not improved 
by these measures and was admitted to this hospi- 
tal. When first seen he was tense and restless, and 
said “I cannot relax.” He complained of tight 
feelings in his abdomen. At the end of his month 
on tablets he was much improved. It was found 
that he had been taking chlorpromazine proper. 
Without the patient’s knowing the tablets were 
gradually changed until he was taking the same 
dose of inert tablets. His condition deteriorated 
rapidly. After a day, the midday dosage was again 
switched to chlorpromazine without his knowing 
A dramatic symptomatic improvement resulted 
within 2 hours of taking this midday dosage. 

Case 2.—Mr. B., aged 49, had been fairly con- 
tinuously ill for about 30 years. His most recent 
exacerbation occurred in 1953 when he was attend- 
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ing a London hospital, where he was treated with 
a prolonged course of acetyle choline injections, No 
marked change was achieved and he was admitted 
here. When seen he complained of tightness in the 
forehead and of being “so on edge” that he could 
not settle and concentrate on his work. Within a 
few weeks of commencing tablets he said he felt 
better than he had done for years. While on a 
day’s leave, a firework was exploded behind him. 
He relapsed immediately and at the end of the 
month of treatment he was as on admission. He had 
been taking inert tablets and treatment was changed 
to chlorpromazine. However, a month’s course 
of this never achieved the improvement attained in 
the first few weeks of placebo therapy. 

Case 3.—Mr. C., aged 35, had been admitted here 
twice previously. When first seen he was agitated 
and restless, and constantly sought reassurance for 
the various somatic expressions of anxiety. When he 
was taking chlorpromazine, although he was having 
sufficient of the drug to produce side-effects such 
as drowsiness, no change was effected in his tension 
symptomatology. 


Of the 4 cases who were unimproved on 
inert tablets, only 1 showed any improvement 
when placed on chlorpromazine, immediately 

_ subsequent to the initial 4 weeks of medica- 
tion. 

In our series where the dosage of chlor- 
promazine ranged from 150 mg. to 300 mg. 
daily, none of the serious side-effects, e.g., 
blood dyscrasias or jaundice, were observed. 

There is not a very good agreement be- 
tween the clinical assessment and the psy- 
chological test results—or among the latter 
themselves—as regards which patients 
showed most initial tension and most im- 
provement. This may be due to the inac- 
curacy of clinical assessment and the em- 
ployed tests which in casu only indirectly 
measured tension, Or it may be due to the 
vagueness of the term tension, the 2 ap- 
proaches in reality assessing different traits. 
As neither approach revealed any consistent 
trend, no statistical tests of significance were 


undertaken. It appears that individual varia- 
tions are so great, and that the effect of 
chemical therapy on the psychological state 
depends on the interrelation of many per- 
sonality traits, that only a large-scale study 
would add sufficiently to our knowledge for 
prediction of the outcome of a course of 
treatment. 


SUMMARY 


1. A controlled study was made of the 
effects of oral chlorpromazine on chronic 
neurotic tension states in 21 male inpa- 
tients. 

2. The dosage ranged from 150-300 mg. 
daily. 

3. Cases treated with chlorpromazine 
showed no greater improvement than those 
treated with inert tablets. 
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AGRANULOCYTOSIS IN PATIENTS TREATED WITH THORAZINE 
Report or A Case 
NAOMI RASKIN, 


Up to July 1956 a group of 625 patients 
were treated with various amounts of Thora- 
zine at the Boston Hospital. Three patients, 
all women, developed agranulocytosis. Two 
patients had completely recovered, the third 
died. As far as could be ascertained 18 fatal 
cases have been reported in the English- 
language literature(1). The case herein re- 
ported is in the nineteenth. 

The side-reactions of Thorazine are well 
known by now. Agranulocytosis seems to be 
the most serious, regardless of the dosage or 
the length of the treatment. Cases of 
agranulocytosis have also been reported in 
patients after discontinuing Thorazine. The 
awareness of this complication has made 
repeated blood counts mandatory in the pa- 
tients treated with Thorazine. 

Routinely a complete count and differential 
count are done just before the beginning of 


the treatment to establish a baseline of pa- 


tient’s normal blood count. The counts are 
repeated throughout the treament. No male 
patient in this series developed agranulocyto- 
sis or even a noticeable drop in white blood 
cell count, but three women did develop 
serious decrease in white blood cells with the 
shift to the left. They were taken off Thora- 
zine and given antibiotics. Blood counts were 
done daily until in two patients the counts 
returned to their original levels and in the 
third until the last day. 

The course of the disease is acute and the 
great majority of these patients are middle- 
aged women, but agranulocytosis is known 
to have occurred without drug administration 
and it has occurred in only a small propor- 
tion of patients using Thorazine. The rote 
played by individual susceptibility to the 
drug, the allergy, and other factors have not 
been determined, but the fact that agranulo- 
cytosis affects predominantly the women and 
the fact that the benefits of Thorazine seem 
to be more pronounced in women, lead to a 
supposition that this condition is sex-linked. 


1 From the Pathological Laboratory of the Boston 
State Hospital, Boston 24, Mass. 


Case 1.—M. J. #52516, a 49-year-old colored 
woman, suffering from severe depression, was given 
55 electroshock treatments with marked improve- 
ment at first and return of symptoms later. She 
was started on Thorazine December 14, 1955, 100 
mg. t.i.d., increased to 400 mg. b.i.d. on May 4, 1956, 
discontinued on June 2, 1956, because of blood 
changes: original blood count of 8.450 with 57% 
polys changed to 8.000 with 35% of polys. When 
she was taken off Thorazine the polys rose to 51%. 
The drug therapy was not resumed. 

Case 2.—C. M. #55705, a 35-year-old married 
mulatto woman, with a long history of alcoholism, 
addiction to barbiturates, and asocial behavior, was 
started on Thorazine November 11, 1955, 100 mg., 
t.i.d. On December 3, 1955, the dosage was changed 
to 100 mg., q.i.d. January 6, 1956, Thorazine was 
discontinued because the patient’s original white 
count of 6.200 with 60% of polys dropped to 4.250 
with 25% of polys. The patient recovered and went 
home on trial visit. 

Case 3.—G. N. #42355, a middle-aged white 
woman, was admitted to Boston State Hospital, 
January 1944, with the diagnosis of involutional 
psychosis, paranoid type. She was thin and under- 
nourished, Left pupil was wide, did not react to 
light. No other physical abnormalities: blood pres- 
sure, 110/70; Hinton, negative; X-ray of the skull, 
negative. She was deluded, hallucinated, appeared 
frightened and agitated. The patient was a college 
graduate, majored in classical archeology and for 
the past 18 years worked at a museum. She was 
single, and had few friends. She was considered 
high-strung, excitable, irritable, very trying to work 
with, but she was brilliant in her work. About a 
year before her admission a refugee woman scholar 
came to work at the museum. The patient accused 
her of being a German spy. Soon she began to hear 
voices, threw things around and threatened to jump 
out the window. She was said to have started her 
menopause at the age of 33. 

In 1948 she had a series of 33 electroshock treat- 
ments, without any benefit. In 1953 X-ray of the 
chest showed normal heart, emphysematous lungs, 
moderate osteoporosis of the bones of the thorax and 
both shoulder girdles, and moderate dilatation and 
tortuosity of the aorta. 

The patient was put on Thorazine, February 2, 
1956, 100 mg. t.i.d. She was suspicious of the drug 
and refused to take it. It had to be mixed with food 
Her mental condition showed no improvement 

On February 24, 1956, her white blood count was 
6.250, with 65% of polynuclear leucocytes and 35% 
of small lymphocytes. Eosinophilic count was 54 
On March 28, white blood count was ¢‘.250, with 
64% of polynuclear, 34% of small lymphocytes, 
1% of monocytes and eosinophilic count was 18. On 
April 13, white blood count was 3.250, with 37% of 
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polynuclear, 7% of large lymphocytes, 55% of small 
lymphocytes, 1% of mononuclears and eosinophilic 
count was 18. On April 18, white blood count was 
2.800, with 3% polynuclears, 6% large lymphocytes, 
91% small lymphocytes and 380.000 platelets. On 
April 20, white blood count was 3.000, with 1% of 
polynuclears, 9% of large lymphocytes, 87% of 
small lymphocytes and 3% of myeloblasts. On April 
23, white blood count was 3.750, with 2% of large 
lymphocytes and 76% of small lymphocytes. On 
April 26, white blood count was 6.800, with 73% 
of polynuclears, 6% of large lymphocytes and 21% 
of small lymphocytes. On May 2, 1956, white blood 
count was 13.300, with 83% polynuclears and 17% 
small lymphocytes, platelets 392.000; red blood 
count 3.960.000, 

The reduction in number of granular cells was 
slow and gradual. When the count dropped from 
the original 6.250 to 3.250 the patient was taken 
off Thorazine, but the decrease in granular cells 
continued. On the advice of the hematologist she 
was put on low salt diet, 50 mg. of cortizone q.i.d. 
1 gm. of potassium chloride daily plus a wide-spec- 
trum antibiotic—achromycin 250 mg. t.id. On this 
treatment her white blood cells began gradually to 
rise and on April 23, had risen to 3.750 with 22% of 
polynuclears and on April 26 her blood count was 
6.800 with 73% of polynuclears, t.e., back to her 
pretreatment level. However, she did not show 
corresponding clinical improvement. Three days 
later she developed numerous pustules on her but- 
tocks, legs and abdominal wall for which she re- 
ceived antibiotic therapy. The lesions showed some 
response, but she developed signs of bronchopneu- 
monia and died May 5, 1956, three months after 
the initiation of thorazine treatment. 

Autopsy was performed 24 hours later. The 
cause of death was bronchopneumonia and agranu- 
locytosis (resolved). 

The body was that of an old, greatly emaciated, 
white female of short stature with several bed sores 
on hips and buttocks. The heart showed no gross 
changes and blood culture taken from the left 
ventricle was negative. Internal organs showed 
passive congestion, uterus and adnexa showed senile 
changes and gastro-intestinal tract showed no gross 
changes. Lungs had some fibrinous deposits. Ab- 
dominal aorta showed mild atherosclerosis. Brain 
was small, weighed 1,000 gm., showed pronounced 
atrophy of convulsions of both frontal lobes. The 
vessels of the base appeared small and delicate. 
There was a round aneurysm of the left carotid 


artery, the size of a small cherry, thin-walled and 
filled with dark-red, clotted blood. This aneurysm 
involved the left oculo-motor nerve and produced 
a shallow indentation of the left hippocampus. 
Microscopic examination: Lungs showed broncho- 
pneumonia; the exudate contained a great number 
of large mononuclear cells and only few poly- 
nuclears. Myocardium showed no _ pathological 
changes. Pituitary gland showed disarrangement 
of pattern and decrease in basilar cells. Adrenal 
glands showed changes particularly pronounced in 
area fasciculata—loss of cells, shrinking, dark- 
stained cells and groups of round, very pale cells. 
This picture is consistent with stress reaction as 
described by Selye. Bone-marrow did not show 
acellularity ; on the contrary it appeared very cel- 
lular, but the cells of polynuclear series were few. 
The nucleated and non-nucleated red cells were 
numerous. Brain-edema of pia-arachnoid and peri- 
vascular edema. No changes in ganglion cells. 
Copper determination on brain was done with the 
following results: 920 micrograms per 100 gm. of 
tissue in basal ganglia and 710 micrograms per 
100 gm. of cerebral tissue, which is below the 
normal values reported by Cumings(2). This analy- 
sis of brain tissue was done because of the report 
(3) of elevated copper in the plasma of patients 
treated with Thorazine. 


CONCLUSION 


This case demonstrates two points to be 
remembered with Thorazine; namely, that 
the dosage does not have to be high to pro- 
duce agranulocytosis in susceptible patients, 
and that even when Thorazine has been 
withdrawn and replaced by energetic treat- 
ment and agranulocytosis hematologically re- 
solved, the clinical course may be fatal. 

We are not sure what part had been played 
by the patient’s pulmonary emphysema and 
cerebral aneurysm in her clinical condition. 
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CLINICAL EVALUATION OF MERATRAN AND FRENQUEL ON 
A CHRONIC PSYCHOTIC POPULATION 


BURTON S. ROSNER, Pu. D.,1 LOUIS B. FIERMAN, M.D. ano JOHN F. KRAMER, M.D.* 


Meratran and Frenquel are 2 new drugs 
which have been recommended for psychi- 
atric use. Meratran is a-(2-piperdyl) benzhy- 
drol hydrochloride, while Frenquel is its 
gamma isomer, a-(4-piperdyl) benzhydrol 
hydrochloride.* Recent reports indicate that 
Meratran is effective in treating depressed 
states(1) and that it induces improvement 
in chronic schizophrenics who do not mani- 
fest delusions or marked anxiety(2). Fab- 
ing(3) has studied the effects of Frenquel 
in blocking the development of LSD-25 
“psychosis” and has pointed out its pos- 
sible usefulness as an _ antihallucinogen. 
Clinical studies(4, 5) of Frenquel have pro- 
duced some evidence that it improves a va- 
riety of chronic psychotic conditions. In- 
terestingly, the stimulating effects of Mera- 
tran appear to be absent from Frenquel. 

The present study is a clinical evaluation 
of Meratran and Frenquel on a sample of 
chronic psychotic patients. The study was 
conducted by a “double-blind” procedure 
with placebos. The effects of the drugs were 
evaluated through the use of behavioral rat- 
ing scales with emphasis on the patient’s ad- 
justment to the hospital environment. 


METHOD 


The patients in this study were 63 chronic, 
long-term psychotics at the West Haven 
Veterans Administration Hospital. All were 
male, ranging in age from 29 to 67 years 
with a median age of 61 years. The patients 
had been hospitalized from 2 to 44 years; 
median length of hospitalization was 32 

1 Neuropsychiatry Service, West Haven Hos- 
pital, West Haven, Conn. 

2 Associate professor of psychiatry, University 
of Chicago School of Medicine, Chicago, III. 

8 Meratran and Frenquel are the trademarks of 
the William S. Merrell Co., Cincinnati, Ohio. We 
wish to thank the Merrell Co. for generous sup- 
plies of the drugs and placebos used in this 
investigation. 


years. Forty-six had been classified as hav- 
ing various types of schizophrenia, 13 pare- 
sis, and 4 alcoholic psychosis. Behaviorally, 
the patients as a group were markedly apa- 
thetic, autistic, and passively submissive. 
Isolated outburts of aggressive or sexual 
acting-out involving single patients occurred 
occasionally. 

At the beginning of the study, the pa- 
tients were divided by random assignment 
into 4 groups of 15 to 16. Each group re- 
ceived Meratran, Meratran placebo, Fren- 
quel, and Frenquel placebo according to the 
schedule shown in Table 1. Every patient re- 
ceived each drug and each placebo for 6 
weeks. Meratran and Frenquel were never 
administered in successive 6-week periods 
but were always separated by 6 weeks of 
placebo. On the basis of previous reports, 
this period seemed ample to permit the ef- 
fects of the drugs to dissipate. At any given 
time, one group of patients received Mera- 
tran, another Frenquel, while the others were 
on one of the two placebos, 

Administration of the drugs and rating of 
the patients were executed according to a 
double-blind procedure. The ward adminis- 
trator and the nurses who administered the 
drugs never knew what any patient was re- 
ceiving. The drugs and placebos were as- 
signed code numbers and were prescribed 
by those numbers. As a further precaution 


TABLE 1 


DESIGN FoR ADMINISTRATION 
or Drucs 


6-week Period 
I II Ill IV 


EXPERIMENTAL 


Meratran Meratran 
placebo 


Meratran 


Frenquel Frenque! 
pla: ebo 
Frenquel 
placebo 
Meratran 
placebo 
Frenquel 


Meratran Frenquel 
placebo 
Frenquel 
placebo 
Meratran Frenquel 
placebo 


Frenquel Meratran 


Meratran 
pla ebo 
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the code was changed every 6 weeks. 
Throughout the study a patient on Meratran 
received 6 mg. daily, while one on Frenquel 
received 120 mg. daily. The drugs were ad- 
ministered orally before meals. These dos- 
ages were the maximum recommended at 
the time the study began. 

The raters who followed the patients’ be- 
havior did not know at any time what a 
given patient was receiving. In order to 
evaluate the behavioral effects of Meratran 
and I‘renquel, 2 different rating scales were 
used, The first scale was the Multi-Dimen- 
sional Scale for Rating Psychiatric Patients 
(MSRPP), developed by Lorr, Jenkins, 
and Holsopple(6). The first 40 items on 
this scale were filled out by a psychiatric 
resident on the basis of a clinical interview 
with the patient. The remaining 22 items 
were answered by the ward nurses on the 
basis of ward observation. The scores on 
this scale break down into 11 factors or di- 
mensions of psychopathology. These factors 
are (A) retarded depression versus manic 
excitement, (1) compliance versus resis- 
tiveness, (C) paranoid projection, (D) ac- 
tivity level, melancholy agitation, (I) 
perceptual distortion, (G) motor disturb- 
ance, submissiveness versus belliger- 
ence, (I) withdrawal, (J) self-depreciation 
versus grandiose expansiveness, and (K) 
conceptual disorganization. In addition, the 
scale yields an over-all “morbidity” score 
based on the combined outcomes of the 11 
factors. The other scale used was the Hos- 
pital Adjustment Scale (HAS), developed 
by McReynolds and Ferguson(7). This 
scale, which was filled out by the ward aides, 
measures the patient’s adjustment to the 
hospital environment and contains 3 sub- 
groups of items. These subgroups are (1) 
communication and interpersonal relations, 
(II) care of self and social responsibility, 
and (III) work activities and recreation. A 
total score based on all 3 subgroups is also 
available from this scale. For each subgroup 
and for the total score, one can determine 
whether the patient’s personality is ‘““expand- 
ing” or improving or whether it is “con- 
tracting” or becoming more impaired. 

The design shown in Table 1 permits each 
patient to serve as his own control. Ratings 
were made on each patient during the last 2 


weeks of each 6-week period. For statistical 
studies, a patient’s score on any measure 
during administration of a drug was sub- 
tracted from his score during administration 
of the corresponding placebo. These drug- 
placebo difference scores were combined for 
all patients and tested for statistical signfi- 
cance. Two kinds of statistical tests were 
run. The first was Wilcoxon’s nonpara- 
metric test for differences between medians 
(8), which shows whether the patients as a 
group tend to achieve significantly different 
scores on any rated variable as a result of 
receiving a drug. The second statistical test 
was a nonparametric test for differences in 
variability, which shows whether the pa- 
tients as a group exhibit greater variability 
on a rated variable after receiving a drug. 
The test of variability in effect shows 
whether some patients improve significantly 
while others worsen, even though there is 
no net change in the median scores. For 
each drug, then, a total of 32 statistical com- 
parisons were made: 12 for differences in 
medians on the MSRPP, 12 for differences 
in variability on the MSRPP, 4 for differ- 
ences in medians on the HAS, and 4 for 
differences in variability on the HAS. Asa 
final check, similar comparisons were made 
on the patients’ scores while on Meratran 
placebo as against their scores while on 
Frenquel placebo. 


RESULTS 


Table 2 summarizes the results of this 
study. Frenquel created no statistically sig- 
nificant changes on any measure. Nor were 
there any significant differences between 
Meratran placebo and Frenquel placebo. 
The only significant results appeared as a 
consequence of the administration of Mera- 
tran, which produced more perceptual dis- 
tortion (Factor F.. MSRPP) and more ten- 
dencies toward withdrawal (Factor I, 
MSRPP). At the same time, however, 
Meratran produced increased variability on 
the perceptual distortion factor, indicating 
that while some patients showed greater per- 
ceptual distortion, a smaller number showed 
less perceptual distortion. 


4 Professor Frederick A. Mosteller, Harvard 
University, kindly provided this test. 
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TABLE 2 


REsuLts oF STATISTICAL ANALYSIS 


Difference in medians 


Meratran vs. placebo 
MSRPP 
Factor F 
Factor I 


HAS 
Sub-group IIC 
Total C 
All other groups 
Frenquel vs. placebo 


significant differences No significant 
significant differences No significant 


Frenquel placebo vs. Meratran placebo 
MSRPP 


The results from the HAS confirm the 
findings on Factor I of the MSRPP. On 
the HAS, Meratran produced a significantly 
greater number of “contracting” scores on 
Subgroup II, which concerns care of self 
and social responsibility. This indicates that 
the patients became less able to care for 
themselves and to take on social responsi- 
bility. Furthermore, the total number of 
“contracting” scores on all items on the 
HAS increased significantly during adminis- 
tration of Meratran. All differences are sig- 
nificant at the .o1 level or beyond, except the 
median difference for Factor F, perceptual 
distortion, which is significant at the .05 
level. Each of the former differences would 
have arisen by chance less than 1 time in 
100; the latter difference would have arisen 
by chance 5 times in 100. 


DISCUSSION 


Our results generally fail to confirm those 
reported previously. We found no statisti- 
cally reliable effects of Frenquel on long- 
term chronic psychotic patients. The most 
striking effect on Frenquel reported to date 
is its ability to antagonize LSD-25 “psy- 
chosis.” Our data indicate that a drug pos- 
sessing this property does not necessarily 
have any marked effect on a chronic psy- 
chotic population, at least in the dosage used 
in this study. In particular, there was no 
reliable effect on hallucinatory or delusional 
phenomena as measured by Factors F and J 
of the MSRPP. 


t—2.58; p.—o1 
No significant differences 


t—2.63; p=—.o1 No significant 
t— 2.68; No 
No significant differences No significant 


significant differences No significant 
significant differences No 


Difference in variability 


x? = 9.50; p= .o1 
No significant differences 
No significant differences 


differences 
differences 
differences 


significant 


differences 
differences 


differences 


significant differences 


More interesting are the data on Mera- 
tran. In general, this drug created more so- 
cial withdrawal and irresponsibility. The 
ratings by nurses on the MSRPP and by 
aides on the HAS both agree on this fact. 
We found no evidence of a stimulating ef- 
fect, which should have appeared on Fac- 
tor D, activity level, or Factor A, retarded 
depression vs. manic excitement, of the 
MSRPP. The effects of Meratran on per- 
ceptual distortion, are more complex. The 
net effect of the drug was to increase tend- 
encies toward hallucinatory phenomena and 
disorientation. This is in line with the find- 
ings of Schut and Himwich(2), who report 
that the presence of delusions is a contrain- 
dication for Meratran. However, Meratran 
did seem to lessen perceptual distortion in a 
few patients as evidenced by the significant 
test for variability on Factor F. Individual 
review of the data shows no correlation be- 
tween this latter effect and the patient’s pre- 
drug status or diagnosis. 


SUMMARY 


Meratran and Frenquel were administered 
by a double-blind procedure to 63 chronic 
psychotics whose behavior was rated by psy- 


chiatric residents, nurses, and aides. Fren- 
quel produced no significant changes in the 
rated behavior. Meratran seemed to exacer- 
bate social withdrawal and irresponsibility. 
Meratran failed to increase the over-all ac- 
tivity level and failed to decrease depressive 
symptoms. Finally, Meratran had a signifi- 
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cant tendency to aggravate perceptual distor- 
tion in some patients but also counteracted 
hallucinatory phenomena and disorientation 
in a few other patients. 
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INVESTIGATION OF THE THERAPEUTIC COMPONENTS AND 
VARIOUS FACTORS ASSOCIATED WITH IMPROVEMENT 
WITH ELECTROCONVULSIVE TREATMENT: 

A PRELIMINARY REPORT 

N. Q. BRILL, M.D.; E. CRUMPTON, Pu.D.; S. EIDUSON, Pu.D.; H. M. GRAYSON, Pu. D.; 
L. I. HELLMAN, Pu.D.; R. A. RICHARDS, M.D.; H. D, STRASSMAN, M.D.; ano 
A. A. UNGER, 


Although electroshock is extensively used 
in the treatment of the mentally ill, the way 
in which it works is not known. The many 
theories that have been advanced may be 
roughly divided into those postulating pri- 
marily organic mechanisms and those pre- 
supposing mechanisms which are primarily 
psychological. Better understanding of the 
mode of action of electroshock might, on the 
one hand, contribute to improvement in the 
technique and, on the other, give some clues 
as to the nature of mental illness itself. 

Much theorizing but little research has 
been done on the therapeutic role of psycho- 
logical factors since the time of Cerletti’s 
original work. It is believed by some that 
fear of treatment is the basis for improve- 
ment. Others have suggested that ECT satis- 
fies a need for punishment stemming from 
feelings of guilt, or that the fear of death 
provoked by the treatment or the victory 
over a death threat with symbolic rebirth is 
responsible. Fisher, et al.(1), using clinical 
interviews and psychological tests, found 
tendency toward improvement to be nega- 


1 Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., April 30- 
May 4, 1956. 

2From The Veterans Administration Center 
(Brentwood Neuropsychiatric Hospital), Los 
Angeles; the department of psychiatry, University 
of California School of Medicine, at Los Angeles; 
and The Neuropsychiatric Institute. This study 
was supported in part by a grant from the Southern 
California Society for Mental Hygiene (May 
1954). Statistical analysis of data was performed 
under the sponsorship of the Office of Naval Re- 
search and the Office of Ordnance Research 

8’ The authors acknowledge the constructive help 
of W. J. Dixon, Ph. D., who acted as statistical 
consultant. The following members of the Veterans 
Administration Hospital Staff rendered invaluable 
assistance in various aspects of this study: K. S. 
Ditman, M.D., J. T. Ferguson, M. D., G. L. Good- 
stone, M.D., John L. Haskins, M. D., R. G. John- 
son, M.D., A. S. Nissen, M.D., M. Schreiber, 
M.D. 


tively related to fear of shock treatment and 
especially the fear of death that is associated 
with the treatment. 

Most of the psychological studies on ECT 
have been concerned with its effects rather 
than the nature of its action or the reasons 
for its varied effect in different types of dis- 
orders, Research interest has most often 
been directed to the question: Does perma- 
nent brain damage or memory impairment 
result from ECT? Despite the emphasis on 
this one aspect of personality functioning, 
there still exist differences of opinion as to 
whether there is a permanent memory defect 
(2). Holzberg and Cahen(3) investigated 
pathologic changes in personality as reflected 
in repeated Rorschach testing during com- 
plete courses of treatment. Their findings 
suggest that “personality rigidity” may char- 
acterize patients who do not respond favor- 
ably ; however, no attempt was made to as- 
sess the prognostic value of this personality 
variable, 

A large number of investigations have 
emphasized the direct effect of the electrical 
current introduced into the brain. This has 
been variously described as stimulating, dis- 
rupting or damaging to specific or diffuse 
areas of the brain. The effect on autonomic 
nervous system functioning has been empha- 
sized by Gellhorn(4), who believes that the 
therapeutic effect results from a_ central 
stimulation of the sympathetic adrenal sys- 
tems; by Parker(5), who presents some evi- 
dence, that the effect is due to central stimu- 
lation of both sympathetic and parasympa- 
thetic systems; and by others. Despite a 
great deal of work in this area, there exists 
no consistent description of the effects of 
electroconvulsive treatment on autonomic 
centers, nor of their possible relationship 
to improvement. Funkenstein’s work(6) on 
the autonomic activity of the mentally ill 
(using primarily systolic blood pressure re- 
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sponse to mecholyl and epinephrine as the 
index of autonomic responsitivity) led to his 
developing a method of predicting outcome 
of treatment with ECT. The effect on base 
level autonomic functioning, such as is meas- 
ured by Wenger’s autonomic index(7) which 
is derived from a number of measures, has 
not been sufficiently investigated. 

The changes in concentration of 16 con- 
stituents in the blood of 276 patients under- 
going I-CT have been reported by Katzenel- 
hogen, et al.(8). The data represented single 
values found in the immediate postshock 
period, not exceeding 14 hours, Thus the 
values reported reflect the immediate ef- 
fects and shed little light upon the long- 
term relationship to improvement or to spe- 
cific psychological or physiological variables. 
These same considerations hold for many of 
the other investigations reported in the litera- 
ture concerning blood and urine metabolites, 
glucose, cholesterol, steroids, etc.(9, 10). 

It may be that the marked variations found 
in the results of the studies cited above are 
due to the arbitrary timing of obtaining sam- 
ples following treatment(11) and the lack of 
intensive and simultaneous analysis, during a 
complete treatment program, of many of the 
important psychiatric, psychological, and 
physiqlogical variables. 

However, some investigations have led to 
the implication of certain metabolites and 
metabolic systems in ECT in particular, and 
in mental disease in general. That adrenal 
cortical responsitivity may be involved in the 
effects of ECT has been postulated by Hoag- 
land and co-workers(12) and by Pincus, 
et al.(13). That phosphate metabolism may 
be related to mental diseases has been re- 
ported by Hoagland, et al.(14). 

Klein and Olsen(15) observed that elec- 
trically induced convulsive activity increased 
adenosine diphosphate (ADP) and inorganic 
phosphate in brain tissue of cats, whereas 
decreases were found in phosphocreatine and 
adenosine triphosphate (ATP). It is inter- 
esting to note that Abood(16) found that 
electrical stimulation of rat brain mito- 
chondria inhibited phosphocreatine and ac- 
celerated oxidation. Rinkel, et al.(17) have 
postulated that a natural error in the adren- 
alin system may be an important factor in 
the occurrence of a psychosis. Also, Funken- 
stein and co-workers(18) present data which 


suggested that one type of blood pressure 
rise in normotensive students in response to 
stress was due to an epinephrine-like sub- 
stance, and another type of response which 
suggested a norepinephrine-like substance. 
Recently, Weil-Malherbe(19) investigated 
the effects of ECT on adrenalin and nor- 
adrenalin in plasma immediately following 
shock. He observed a rise in adrenalin and 
suggested that it was a primary effect, per- 
haps due to the stimulation of the autonomic 
centers of the brain, which is involved in 
the therapeutic mechanism, A rise in nor- 
adrenalin which was also found was thought 
to be a secondary effect. These investigations 
suggested a need to extend such observations 
over a long-range course of treatment in 
an attempt to expose the relationship of 
these metabolites and metabolic systems to 
other nonbiochemical variables. 

We, therefore, undertook a study designed 
to investigate some aspects of ECT itself 
and the degree to which various physiologi- 
cal, biochemical, and psychological factors in 
the patient were related to its effectiveness. 
We were particularly interested in testing 
the following 3 hypotheses: (1) That of all 
of the elements of shock treatment, it is the 
total loss of consciousness rather than the 
muscular component of the convulsion or the 
electrical stimulation that is the significant 
factor related to improvement; (2) that re- 
peated unconsciousness produced by electri- 
cal stimulation is no more effective than re- 
peated unconsciousness relatively rapidly in- 
duced by other means ; and, (3) that the de- 
gree of improvement is correlated with the 
pre- and post-treatment physiological, bio- 
chemical, and psychological status of the pa- 
tient, and with the psychological meaning of 
the treatment to the patient. We were par- 
ticularly interested in the relation between 
the depressive component in the patient’s 
illness (regardless of diagnosis) and im- 
provement. 


METHOD 


Patients were assigned at random to 1 of 
5 treatment groups. Group I received ortho- 
dox ECT * (introduction of electric current 


4An Electronicraft machine, Medel #107, which 
produces a glissando-type sinusoidal current was 
used with electrodes applied fronto-temporally. 
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into the brain with loss of consciousness and 
grand mal seizure). Group 2 received ECT 
with the major portion of the motor com- 
ponent of the grand mal seizure eliminated 
by the use of anectine (10-20 mg.). Group 3 
received ECT while under Pentothal anes- 
thesia (the same elements were involved as 
in Group 1, except that unconsciousness was 
induced prior to the shock treatment). Group 
4 received repeated Penthothal anesthesia, 
but no electroshock. Group 5 received re- 
peated nitrous oxide anesthesia (85% nitrous 
oxide and 15% oxygen) but no electroshock. 

It should be stated at the outset that every 
effort was made to keep the patient from 
knowing which treatment he was receiving. 
Electrodes were applied to all patients and a 
minimal amount of cutaneous electrical cur- 
rent (20 milliamperes) was briefly applied 
to Group 4 but not to Group 5. Patients 
were sometimes aware that they were not 
getting regular ECT, but in these instances* 
they believed they were receiving some vari- 
ation of it. One person, with no knowledge 
of the patients, assigned them at random to 
one of the treatment groups. (In a few in- 
stances the existence of spinal pathology 
necessitated assignment to either a nonshock 
group or ECT plus anectine.) Those who did 
the physiological, biochemical, and psycho- 
logical evaluations did not know what treat- 
ment the patient was receiving. 

Patients were assigned to this study only 
after it had previously been decided that 
shock treatment was indicated and that they 
had not had shock treatment in the past 9 
months. All were male veterans, most of 
them suffering from chronic schizophrenic 
reactions, and approximately one-half were 
readmissions. Most were placed in the study 
immediately following admission. The dis- 
tribution of patients by diagnosis and treat- 
ment groups is shown in Table 1. The fol- 
lowing categories of patients were considered 
unsuitable for the study: (1) Those who had 
ECT in the past without improvement; (2) 
those in relatively good contact with reality, 
well-motivated for treatment, with sufficient 
intelligence to enable the development of 
meaningful insight (candidates for psycho- 
therapy); (3) chronic regressed schizo- 
phrenics who were treated in the past, who 
were free of overt anxiety, not actively hal- 


TABLE 1 


DISTRIBUTION OF PATIENTS BY DIAGNOSIS AND 
TREATMENT Group 


3 
Brick 3 
oO O § = 
Schizophrenic reaction 
eer 2 I I I 8 
2 3 4 15 
Chronic undifferen- 
Schizo-affective .. 2 — I 1— 4 
Psychotic depression. —- — — I I 


Manic depressive 
psychosis 
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lucinated or deluded, who showed little in the 
way of emotional response or lability and in 
whom little or no further improvement could 
be expected; (4) chronic paranoid schizo- 
phrenics with well-fixed delusions who had 
become adjusted to a hospital existence and 
did not constitute management problems ; 
(5) those previously treated with ECT who 
had attained fairly constant unchanging ad- 
justment with fixed residual delusions that 
precluded good adjustment outside of hospi- 
tal; (6) those with good premorbid adjust- 
ments who had previously responded to in- 
sulin shock treatment with good, fairly sus- 
tained remissions (given insulin shock rather 
than ECT); (7) selected patients with first 
attacks of schizophrenia, usually paranoid, 
who had relatively acute onsets (except those 
with catatonic excitement or stupor, who 
were difficult management problems). 
(These patients were given insulin shock 
treatment.) ; (8)those with gross organic de- 
fects of the central nervous system, ¢.g., 
prior lobotomy, brain tumors, residuals of 
subdural hematoma, or any evidence of CNS 
syphilis. 

Duration of illness and extent of previous 
ECT per se, were not factors in selecting 
patients. The average age was 38 with ex- 
tremes of 21 and 60; average length of ill- 
ness 5 years, with 13 cases of over 10 years’ 
duration (of whom 12 were admitted with 
recurrences ). 

Once a patient was assigned to this study 
group, he was placed on a complicated testing 
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schedule which provided the opportunity to 
obtain all the required pretreatment data as 
well as changes that occurred during and 
after treatment. 

The various factors studied and the length 
of time they were studied are shown in Table 
2. The constant cooperation and integrated 
functioning of nurses, technicians, and re- 
search personnel were achieved by weekly 
orientation meetings. 

In order to quantify the data for statistical 
analysis, psychological test results ®° were re- 
duced to 23 scales* many of which were 

®* The following tests were administered to each 
patient: Individual Tests—Wechsler Adult Intel- 
ligence Scale, Rorschach, Fisher Thematic Apper- 
ception Test, Bender-Gestalt, Brentwood Word- 
Chain Association Test, Hildreth Feelings & Atti- 
tudes Scale, Hildreth Psychological Change Scale; 
Group Tests.—Shipley-Hartford Scale, Grayson 
Perceptualization Test, Draw-A-Person, Saxe Sen- 
tence Completion Test, Minnesota Multiphasic 
Personality Inventory (MMPI). 

6 Rating Scales for Use with Psychological Tests. 
—Functioning Intelligence; Intellectual Impair- 
ment; Organic Involvement; Bizarreness; Most 
Pathological Breakdown of Ego Defense (potential 
for psychopathology as revealed by the most ex- 


“Week Week Week 
Before of of of 
Factors studied Rx Rx 1 Rx 4 Rx 7 
Psychiatric data: 
Clinical evaluation ... X — — 
Fear interview ....... xX xX — 
Physiological data: 
Funkenstein ......... 4 — — 
X — — -- 
Autonomic measures *. 


Biochemical 
determinations : 
Spinal fluidt ........ — 
Urine (ACTH series) {]. X 4 
Glucose tolerance xX xX xX — 
Radioactive iodine** . X — — 


Psychological tests : 


Group battery ....... 
Individual battery .... 


TABLE 2 
Tue Various Factors Stuprep AND TIMES 


During treatment 
A 


developed especially for the study. In addi- 
tion, a special clinical evaluation scale was 
developed along with 5 scales relating to the 


treme disruption of psychological efficiency which 
occurs in the Rorschach); Frequency of Occur- 
rence of Breakdown of Ego Defense (extent to 
which disruption of psychological efficiency occurs 
in the entire battery of tests); Manifest Anxiety ; 
exaggerated guilt; self-expression of mood; pro- 
jective expression of mood ; cognitive speed (degree 
of retardation or acceleration of intellectual pro- 
cesses determined from verbal reaction times, re- 
sponse times, and similar indications) ; Motor Speed 
(degree of retardation or acceleration of motor 
activity determined from tasks such as the Bender- 
Gestalt, Grayson Perceptualization Test, and 
WAIS); Self-esteem (the patient’s estimation of 
himself as revealed in his statements about himself, 
his attitudes toward his test productions, and the 
projective material, ¢.g., “extreme self-deprecia- 
tion’); Dependency; Direction of Relationships 
(tendency to move toward, against, or away from 
people in interpersonal relationships, e.g., compliant, 
hostile, detached; based primarily on fantasy con- 
ceptions of interpersonal relationships in Rorschach 
and Fisher TAT); Aggression (degree to which 
handling of aggressive impulses constitutes a prob- 
lem which interferes either with personality adjust- 
ment or with adjustment to society; estimated from 
the projective tests); Direction of Aggression 


After treatment 
Week Week 
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* Oral Temperature, salivary output, palmar GSR (relaxed), palmar GSR (stress), volar GSR, diastolic blood pressure, 


heart period, respiration period. 


t Total catecholamines, protein bound iodine, serum sodium, serum potassium, serum calcium, glucose, uric acid, and 


creatinine 
t Sodium, potassium, calcium, total protein. 


{Inorganic phosphate,** 17-ketosteroids, hydroxycorticosteroid,** uric acid, creatine, and creatinine. 


** Not evaluated for preliminary study. 
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nature and degree of fear of shock treatment 
based on observed as well as interview ma- 
terial. 

Treatment was given 3 times a week and, 
generally, a course of 20 treatments was ad- 
ministered to each patient. No individual 
psychotherapy was given during the period 
of active treatment, but all patients partici- 
pated in the regular hospital activities pro- 
gram. It is recognized that the attention the 
patients received or the hospital program in 
which all participated might affect the results 
to an unknown degree, but, at least on the 
objective level, these elements were the same 
for all patients. 

The study has been in progress for 14 
years, and the present preliminary report is 
based on 36 completed cases. An additional 
17 were started but were dropped for a 
variety of reasons such as pretreatment im- 
provement, elopement, refusal of treatment, 
etc. 


RESULTS 


To determine whether the 5 treatment 
groups were reasonably well-equated, the 
distribution in these groups of 27 variables * 


(tendency to turn aggressive impulses inward or 
toward the environment, i.e., the patient’s conception 
of himself as aggressor or target; based on the 
projective tests) ; Sexual Conflict (degree to which 
handling of sexual impulses constitutes a problem 
which interferes either with personality adjustment 
or with adjustment to society; estimated from the 
projective tests); Identity Confusion; Repression 
(the change after treatment in effectiveness of 
repression; based on the increase or decrease of 
libidinal content or other indications of open con- 
flict, especially in the projective material) ; Fear of 
Shock (degree of fear of shock treatment; esti- 
mated primarily from the Word-Chain Association 
Test and secondarily from the Fisher TAT) ; Ex- 
pectation from Shock (the expected outcome of 
shock treatment, e.g., death, harm, help; estimated 
primarily from the Fisher TAT and secondarily 
from the Word-Chain Association Test) ; Change 
in Psychological Status. 

7 Diagnosis ; duration of illness before treatment ; 
type of illness; age of patient; age at onset of ill- 
ness; premorbid personality ; previous shock treat- 
ment ; degree of obvious external stress precipitating 
original illness; self-expression of mood; projective 
expression of mood; cognitive speed; motor speed ; 
self-esteem; exaggerated guilt; fear of shock (psy- 
chological tests) ; expectation from shock (psycho- 
logical tests) ; Lorr Pattern of Manic Excitement ; 
Lorr Pattern of Mournful Depression; Lorr Pat- 
tern of Panicky Agitation; general fearfulness 


which might have prognostic significance was 
determined. No indication of significant bias 
was found. 

Three different kinds of ratings of im- 
provement were made 1 month after the end 
of treatment: (1) comparison of clinical 
evaluation before and after treatment; (2) 
change in the Lorr psychiatric rating scale 
(20); and (3) change in psychological 
status. While the statistical agreement among 
these 3 methods of rating ranged from fair 
to excellent, there was considerable variation 
in ratings of improvement among them. 
Whether these ratings indicate long-term or 
only temporary improvement cannot be de- 
termined until follow-up studies are done. 

It should be emphasized that no conclu- 
sions can be drawn from such a small series 
of cases and the results presented here 
merely indicate trends which will be sub- 
jected to continuing study as the sample in- 
creases in size. Because of the multiplicity 
of factors which may influence response to 
treatment most of the individual relation- 
ships with improvement that were found 
were “weak.” In other words, the ability of 


any individual variable to predict improve- 


ment with ECT was low. However, al- 
though weak, all were statistically significant 
in that they cannot be accounted for by 
chance. The probability of a true relation- 
ship was better than go in 100 in all cases 
reported, and in some cases the probability 
exceeded 999 in 1,000." 


COMPARISON OF RESULTS OF THE DIFFERENT 
TREATMENTS 


Although the group receiving regular ECT 
had the highest rate of improvement on 
the clinical evaluation scale, and the group re- 
ceiving anectine plus ECT had the lowest, 
the differences among the 5 treatment groups 


scale; degree of fear of ECT (verbal); degree of 
fear, nonverbal, as related te ECT; attitude toward 
ECT (verbal) ; attitude toward ECT (nonverbal) ; 
Funkenstein; total catecholamines; serum calcium. 

*For all variates (ordered or non-ordered), a 
general test for randomness (Poisson) was applied 
in order to discover any relationship between two 
variates. For ordered variates, the simple linear 
regression coefficient b was computed as a measure 
of the ability of the variate to predict improvement, 
i.e., the approximate strength of the relationship 
when the relationship is linear. 
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were no greater than would be expected by 
chance alone (Table 3). 

Of the 36 cases, 8 were diagnosed as de- 
pressions or schizo-affective disorders with 
clinically significant and evident depression, 
and 28 as schizophrenic reactions, primarily 
paranoid or catatonic. When just those with 
evident depressive features were considered, 
a trend toward greater clinical improvement 
was seen in the depressive cases who had 
received 1 of the 3 variations of ECT (4 of 
4), as compared with those who had received 
just Pentothal or nitrous oxide (2 of 4). 
When just those with schizophrenic reactions 
were considered, no trend toward a difference 
was found between the shock and nonshock 
groups. 


PRETREATMENT MEASUREMENTS AND _ RE- 
SULTS OF TREATMENT 


Depression.—I\t has been postulated that 
the degree of improvement with ECT is 
positively correlated with the extent of the 
depressive component in a patient’s illness. 
This proved to be the case when the results 


of treatment (electrical or not) of patients 
with clinically recognizable depression were 
compared with those of others (Table 4). 
After the schizo-affective cases were ex- 
cluded, no clear-cut differences in degree of 
improvement between the various sub-types 
of schizophrenia were found (regardless of 
type of treatment). 

Ratings on 9 different factors ordinarily 
involved in the estimate of the depressive 
components of illness were made on all 36 


TABLE 3 


CuinicaAL CHANGE IN THE VARIOUS TREATMENT 
Groups 


Regular 

ECT and 
anectine 

Pentothal 


Clinical change 
Very marked 
improvement .... 
Marked 
improvement .... 
Slight improvmeent. 
No change 


TABLE 4 


IMPROVEMENT RELATED TO DEPRESSIVE COMPONENT 


Very marked 
improvement 
Marked im- 
provement 
Slight im- 
provement 
No change 
or worse 


Depression ap- 
parent clinically .. 
Others 


w 


cases. Three were derived from the Lorr 
scale and 6 from psychological tests: Lorr 
patterns of manic excitement, mournful de- 
pression, and panicky agitation ; and psycho- 
logical test scales of self- and of projective 
expression of mood, cognitive and motor 
speed, self-esteem, and exaggerated guilt. 

No clear-cut relationship was found be- 
tween these scales of pretreatment depres- 
sive factors and clinical improvement except 
for “self-expression of mood” and “exag- 
gerated guilt.” All patients with no sign of 
“self-expressed depression” improved (9 of 
9), in contrast with only 60% of those with 
“‘self-expressed depression” (14 of 23). The 
meaning of this is obscure, since, when just 
those who did express depression and who 
had shock treatment were considered, 10 of 
13 improved in contrast with only 4 of 10 
who did not receive shock treatment. 

Contrary to what might have been ex- 
pected, the absence of “expression of exag- 
gerated guilt” was related to improvement in 
those who received shock treatment as well 
as in those who did not. Six of 12 with 
“exaggerated guilt” improved clinically in 
contrast to 12 of 14 without “exaggerated 
guilt.” 

To determine the relationship between im- 
provement (with all types of treatment) and 
the extent of the more subtle depressive 
components of illness (regardless of diag- 
nosis), the relationships between all meas- 
ures of depressive component and improve- 
ment were re-examined with the clinically 
diagnosed depressives eliminated from con- 
sideration. The only relationship still seen 
was the exaggerated guilt where the negative 
relationship persisted. 

Other Pretreatment M easures.—Although 
we found a few case history variables (age 
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at onset of illness, degree of obvious external 
stress, type of course of illness, duration of 
illness before treatment, premorbid personal- 
ity, and previous shock treatment) with sug- 
gestive relationships to improvement, none 
was very strong, and they may have been 
contaminated by direct influence of other 
variables. 

Of the pretreatment physiological meas- 
ures studied (EEG) autonomic balance, and 
Funkenstein test) only the Funkenstein scale 
appeared to have predictive value. Most of 
the cases fell in Funkenstein Group I and 
II-III. Group II-III had a definitely higher 
improvement rate than did Group I. 

Protein bound iodine, serum potassium, 
serum calcium, serum sodium, spinal fluid 
potassium, blood uric acid and blood cate- 
cholamines were found to have very weak 
but nevertheless better than chance relation- 
ships with one or more improvement scales. 
Except for spinal fluid potassium, they ap- 
pear to have a more significant relationship 
with ratings of psychological improvement 
than with ratings on the Lorr or clinical scale. 

Of all the biochemical determinations, only 
blood catecholamines, serum calcium, spinal 
fluid potassium and urinary creatinine 
showed better relationships with improve- 
ment in the groups treated with a form of 
ECT than in the nonshock groups. It may 
be that these variables can give some infor- 
mation about the biochemical pattevn of those 
who may be expected to improve with shock 
treatments as compared with those who i::: 
prove with the other treatments. 

The psychological variables which ap- 
peared related to improvement were: most 
pathological breakdown of ego defense (im- 
provement being associated with a high degree 
of potential psychopathology as revealed by 
the Rorschach test) ; anxiety (the lower the 
anxiety rating, the greater the improve- 
ment) ; aggression (the greater the problem 
in aggression, the greater the improvement) ; 
direction of relationships (compliant improv- 
ing most often and hostile least often) ; 
frequency of breakdown of ego defense, de- 
pendency, and organic involvement. Of these, 
the best relationships with improvement were 
found with “most pathological breakdown of 
ego defense” and “anxiety.” However, none 
of the relationships was very strong, and the 


interpretation of the findings is not possible 
at this time. 


CHANGES BETWEEN PRE- AND POST-TREAT- 
MENT MEASURES AND IMPROVEMENT 


The EEG after treatment and the changes 
in the autonomic index and Funkenstein test 
showed no significant relationship to im- 
provement; however, there was some ten- 
dency for a decrease in autonomic disper- 
sion to be related to improvement. 

An increase in 17-ketosteroid excretion 
was related to improvement. In addition, 
patients who showed a change from a pre- 
treatment abnormal response to the adminis- 
tration of 25 mg. of ACTH (2.., too little 
increase, no change or decrease) to a post- 
treatment normal response improved slightly 
but significantly more than patients who 
showed a persistence of abnormal response. 

For the shock group, but not the total 
group, a decrease in blood uric acid appeared 
to be weakly associated with improvement. 
Conversely for urinary uric acid, a stationary 
or increased concentration was similarly 
weakly associated for the total group, while 
unimproved cases showed a tendency to a 
decrease. 

As might have been expected, improve- 
ment was reflected in changes in several psy- 
chological variables, a higher rate of im- 
provement being associated with decreases 
in “bizarreness,” “potential psychopathology 
revealed by the Rorschach test,” “frequency 
of breakdown of ego defenses,” and “anx- 
iety.” For both the shock and the total group, 
there was some tendency for improvement to 
be associated with an increase in repression ; 
however, some improved cases decreased in 
repression. 


PSYCHOLOGICAL MEANING TREATMENT 


Of § clinical and 2 psychological measures 
of fear of and attitude toward ECT,® 4 


Clinical Scales —General Fearfulness Scale 
(degree of fear displayed generally, not specifically 
related to ECT); degree of fear of ECT (verbal) 
(degree of verbal expression of fear, both spon- 
taneous and on being questioned) ; degree of fear, 
nonverbal, as related to ECT (based on clinical 
cues, such as, “looks anxious, pale, dilated pupils” ) ; 
attitude toward ECT (verbal) (verbal expression 
of attitude, both spontaneous and on being ques- 
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showed a suggestive weak relationship with 
improvement. A high degree of general fear- 
fulness rated clinically before treatment 
tended to be weakly associated with a higher 
rate of improvement. (This is an apparent 
contradiction to the finding for anxiety which 
was determined by a battery of psychological 
tests. It would appear that psychological 
determination of anxiety does not measure 
precisely the same thing that clinical evalua- 
tion of general fearfulness does.) 

Fear of shock (by psychological tests) 
was weakly related to clinical improvement 
but to a similar degree negatively related to 
improvement as measured by the Lorr scale. 

Patients who expected death (as deter- 
mined by psychological tests) as a possible 
outcome of shock treatment (whether or not 
they were receiving it) improved slightly 
more often (8 of 10) than did patients who 
expected more benign outcomes, such as 
“harm” or “help” (14 of 21). The attitude 
toward treatment as expressed verbally by 
the patient (1.e., eager or resistive) and the 
degree of fear expressed verbally showed no 
relationship to results. 

Both extremes of fear which were not 
verbalized by the patient but estimated by the 
psychiatrist from the appearance of the pa- 
tient were weakly associated with improve- 
ment. 

From a statistical point of view in this 
small series of cases, there appear to be weak, 
subtle relationships between fear of and ex- 
pectation from ECT and improvement, but 
the nature of these relationships and their 
direction vary, and evaluation is difficult at 
this time, Our clinical impression was that 
fear of shock treatment was universal in our 
cases. 

Discussion 


In considering the implications of these 
results, it should be emphasized that the find- 
ings are based on data from only 36 cases, 
all male veterans, many of whom had chronic 
illnesses ; and that “improvement” refers to 
evaluations made 1 month after treatment. 

At this stage of the investigation our re- 


tioned, such as, “Let’s go,” “Do I have to?”’, “I 
won't take it”) ; attitude toward ECT (nonverbal) 
(based on behavioral cues, such as “jumps on table,” 
“has to be pulled”). Psychological Scales.—Fear of 


shock; expectation from shock. 


sults do not warrant even tentative conclu- 
sions about the relative effectiveness of the 
different components of ECT. Such differ- 
ences as were found among the various treat- 
ment groups were no greater than chance 
alone might produce. 

Clinically depressed patients when con- 
sidered as a separate group seem to respond 
better than do others. However, a positive 
effect in these patients was also produced 
(but to a lesser degree) by unconsciousness 
produced without electroshock, When each 
of the common clinical and psychological 
manifestations of depressions was individ- 
ually correlated with results of treatment, 
only weak suggestive findings were seen, and 
in no instance were they as clear-cut as with 
the clinical diagnosis of depression. This 
was the case for the 3 groups treated with a 
variation of ECT as well as for the entire 
sample. 

No combination of manifestations of de- 
pressions could be developed that would give 
results comparable to those obtained with 
clinical diagnosis of depression, and it seems 
clear that what is involved in a clinical de- 
pression is not completely reflected in the 
common manifestations which are ordinarily 
used to describe them. The measures of de- 
pressive component of illness which we used 
were not able to identify levels of subclinical 
depression in the schizophrenic patients 
which were postulated on theoretical grounds 
to be related to improvement. Our findings 
point out the need for clarification and defini- 
tion of the concept of the depressive compon- 
ent. If our present methods are detecting 
depression, our findings, even with the small 
sample, indicate that improvement with shock 
treatment is related to factors other than 
just the depressive component, as seen clini- 
cally or determined from psychological tests. 

Improvement was found to be weakly as- 
sociated with general fearfulness, expecta- 
tion of death from treatment, and nonverbal- 
ized fear of shock treatment. The findings 
suggest that there is some relationship be- 
tween fear of shock and improvement ; how- 
ever, it clearly is not strong enough (as de- 
termined here) to explain adequately the 
mode of action of shock treatment nor, in 
itself, to be a reliable prognostic tool. 

Our results support Funkenstein’s find- 
ings that his Group II-III improved more 
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often with ECT than did Group I. Addition- 
ally, the differences between these Funken- 
stein groups were found when the entire 
sample (shock and nonshock groups) was 
analyzed. The Funkenstein test was a more 
reliable measure of prognosis than the auto- 
nomic index developed by Wenger and de- 
rived from a number of measures of auto- 
nomic function. 

Our findings on the biochemical level with 
regard to adrenal responsibility are consistent 
with those of Hoagland, et al., in that those 
patients who showed a change from an in- 
adequate adrenocortical response to stress 
to an adequate one showed a slight tendency 
to greater improvement. Factors other than 
17-ketosteroid excretion and response to 
ACTH administration, such as hydroxycorti- 
costeroid excretion, uric acid-creatinine ratio, 
etc., which will permit the formulation of an 
index of adrenal responsitivity, have not as 
yet been analyzed. 

It is possible that certain of the pretreat- 
ment biochemical variables studied here have 
some weak prognostic significance. At pres- 
ent, there is no explanation for the sugges- 
tive relationship observed between blood and 
urine uric acid values and improvement as 
measured by both clinical and psychological 
scales. 

It is most interesting that better than 
chance relationships were found between the 
pretreatment levels of total catecholamines 
and pretreatment Funkenstein test values, as 
well as between each of these and changes 
in anxiety levels produced by treatment. 
Further elucidation of the relationship of 
these 3 variables must await further results 
of our determinations. Studies now in prog- 
ress, which differentiate the concentration of 
epinephrine and norepinephrine, may clarify 
their relationship. 

Pretreatment psychological variables which 
appear to have some weak relationship with 
improvement are of 2 kinds—those indica- 
tive of the effectiveness of ego defenses and 
those concerned with conflict areas. Changes 
in psychological variables resulting from 
treatment which were related to improve- 
ment, however, were only those reflecting the 
effectiveness of ego defense. 

Although the 3 improvement scales corre- 
late highly among themselves, certain of the 


biochemical and psychological variables are 
related to 1 or more of the improvement 
measures but not to all 3. This finding per- 
haps indicates that, although these 3 scales 
are indeed measuring some similar compon- 
ents of improvement, they are obviously 
measuring different components as well. For 
example, the Lorr scale was developed as an 
objectification of psychiatric judgment of 
improvement. Our data show Lorr scale 
improvement to be negatively related to fear 
of shock (psychological tests), whereas 
clinically evaluated improvement is positively 
related to the same variable. By having such 
a large number of variables simultaneously 
considered, it is not unlikely that we may be 
able to determine with a large number of 
cases not only their similarity but also more 
precisely how the 3 measures of improve- 
ment differ from one another. It would 
seem necessary that, when any variable is 
considered with respect to improvement (as 
have been legion in the literature), the defi- 
nition of improvement be stated precisely. 
Our results using the 3 different criteria of 
improvement show how misleading it would 
be for one group of workers to compare their 
data with those of another group when dif- 
ferent measures of improvement were em- 


ployed. 
SUM MARY 


1. This is a preliminary report of a study 
designed to investigate the mode of action of 
ECT and the degree to which various physi- 
ological, biochemical and psychological fac- 
tors in patients were related to its effective- 
ness. Thirty-six patients were assigned at 
random to a course of 1 of 5 treatment 
methods: ECT; ECT with anectine; ECT 
with Pentothal; Pentothal; and nitrous 
oxide. 

2. There were no significant difference 
among the 5 treatment groups with respect 
to improvement. When just schizophrenic 
patients without clinical depression were 
studied, the results obtained by ECT were 
the same as those obtained by repeatedly ren- 
dering the patient unconscious by Pentothal 
or nitrous oxide. Consistent with clinical ex- 
perience, there was a greater degree of im 
provement seen in patients with clinically 
evident depression than in those with no 
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clinical depression, regardless of type of 
treatment received. 

3. Contrary to expectations, patients with 
no sign of “self-expressed depression” and 
without “exaggerated guilt” improve most 
often. 

4. Some confirmation was obtained of the 
predictive value of the Funkenstein test, and 
weak but better than chance relationships 
were found between improvement and pro- 
tein bound iodine, serum potassium, serum 
calcium, spinal fluid potassium, blood uric 
acid and blood total catecholamines. An in- 
crease in 17-ketosteroid excretion as well as 
improved adrenocortical response to stress 
appeared to be related to improvement. 

5. The psychological test variables which 
related best, although weakly, with improve- 
ment were “the potential for psychopathol- 
ogy” and “anxiety.” 

6. Improvement was found to be weakly 
associated with general fearfulness, expecta- 
tion of death from treatment and nonverbal- 
ized fear of shock treatment. The findings 
suggest that there is some relationship be- 
tween fear of treatment and improvement. 
However, it clearly is not strong enough 
(as determined here) to explain adequately 
the mode of action of shock treatment, nor 
in itself, to be a reliable prognostic tool. 

7. Fear of shock treatment seemed to be 
universal in the patients studied but the de- 
sign of the study did not provide adequately 
for the determination of the unconscious 
meaning of the treatment to the patients. 
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DISCUSSION 


Leo ALexanper, M.D. (Boston, Mass.).—The 
authors of this study have made a valiant attempt 
to subject a number of theories about the action 
of electroshock to a controlled validation test. They 
are to be congratulated on their determined scout- 
ing effort since their task seems well nigh insuper- 
able. A fourth-year Harvard Medical School stu- 
dent, Mr. T. Corwin Fleming, has recently written 
a thesis on electroshock which I was invited to 
discuss. He came up witl the delightful observa- 
tion on the confusing array of electroshock theories 
which I should like to quote verbatim: “In 1938, 
Cerletti published the first theory on the mechanism 
of action of electric shock treatment. In 1948, ten 
years later, Gordon was able to collect 50 such 
theories from the literature. If the number of 
theories had increased in a linear fashion, there 
would be 89 today. But since we are dealing with 
a biological phenomenon, the number of theories 
should follow a growth curve. It is then possible 
to calculate that there are 1,150 theories now 
extant and a new one is coming out every day.” 

We can hardly blame the authors if out of this 
vast array of possible theories they picked a few 
which they considered themselves equipped to test. 
Since the correlations they observed are candidly 
described by the authors themselves as “weak” we 
may consider it quite likely that the yet undiscovered 
causative factor was not included among the theories 
they tested. Nevertheless, we must be grateful to 
the authors for supplying data which should dispose 
of a few old canards such as the belief that fear is 
responsible for the therapeutic effects of electro- 
shock therapy. The authors state that fear of shock 
seemed to be universal in the patients they studied ; 
yet only 3 patients, or 14% of their 21 shock- 
treated patients, comprising 8% of the 36 patients 
in their entire series showed a first-class degree 
of improvement. A _ second-class degree of im- 
provement was shown by 7 or 33% of their 21 
shock-treated patients as well as by 6, or 40% of 
their nonshock-treated patients. None of the non- 
shock-treated patients achieved the top grade of 
improvement distinguished by the authors. 
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They believe that their observations, though few 
in number, reveal some confirmation of the pre- 
dictive value of the Funkenstein test. This had been 
well established previously by other authors on the 
basis of much larger series of patients. In this 
connection, it is of interest to note that most of 
the authors’ cases fell into Funkenstein’s groups I, 
II and III, which are comparatively poorly respon- 
sive to conventional electroshock as compared with 
group VI which is the most strikingly electroshock- 
responsive group. It would seem to me to have 
been much better to carry out an investigation of 
the therapeutic components associated with im- 
provement by ECT in a selected group of type VI 
patients rather than in a chronic patient population 
characterized by autonomic reaction patterns stig- 
matizing these patients as relatively unresponsive 
to electroshock therapy. 

Although I myself introduced the name Funken- 
stein Test into the literature in 1953, and still re- 
tained this name parenthetically in my paper in the 
Archives of Neurology and Psychiatry in 1955, I 
now consider, in agreement with Funkenstein him- 
self, the simple name adrenalin-mecholyl test pre- 
ferable. 

It is hoped that future observations by these au- 
thors either in an expanded or more specifically 
restricted case material will yield definite and sta- 
tistically validated conclusions worthy of the thor- 
oughness and effort with which so many different 
functional systems—neuropsychiatric, physiological, 
psychological, biochemical and endocrine—have 
been reviewed and tested in the present study. 


DISCUSSION 


ALEXANDER GRALNICK, M.D. (Port Chester, 
N. Y.)—The title of these papers immediately indi- 
cates that a distinction is drawn between thera- 
peutic components and factors associated with im- 
provement which are not necessarily therapeutic. 
The authors consider the therapeutic components to 
be both psychological and physiological. I shall try 
to confine my remarks to the psychological aspects 
of the question. 

The authors seem to agree with prevailing opinion 
that the therapeutic psychological factors are (1) 
fear of the treatment, (2) the satisfaction by shock 
treatment of a need for punishment that stems from 
guilt feelings, (3) the fear of death provoked by 
the treatment. 

Their plan of investigation to determine the 
degree to which physiological and psychological 
factors are related to the effectiveness of shock 
seems to be a sound one. Their choice of the 3 
hypotheses to test is good, and their method in- 
genious. 

However, it seems regrettable that the patients 
chosen for the study were restricted to chronic 
schizophrenics, half of whom were readmissions, 
and some of whom, it is implied, may have received 
shock treatment on a previous occasion. I would 
think that results in such a study would be more 
uniform, more clearly defined, and more easily and 
confidently evaluated, if the patients chosen were 
more homogeneous diagnostically, acute cases rather 
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than chronic, in their first attack, better motivated, 
and more capable of meaningful insight. It would 
seem that such patients would respond better to the 
test situations, and through a better grasp of the 
reality situation provide more reliable responses to 
significant questions. Such patients, too, would give 
a clearer idea of their psychological reactions to 
the treatment. 

I would say that it was unfortunate that indi- 
vidual psychotherapy was not administered as part 
of the study, if only for the purpose of having a 
fuller opportunity to determine the psychological 
make-up and reactions of the patients. Our in- 
vestigations at High Point Hospital with the ad- 
junctive use of shock therapy in a psychotherapeutic 
treatment atmosphere, indicate that individual psy 
chotherapy is feasible in such studies, and can be 
of great help in furnishing an understanding of 
the psychological factors involved. It permits delv- 
ing into the deeper layers of the personality which 
have to do with the response to shock treatment. 

I am struck by the finding that the determination 
of general fearfulness by means of tests does not 
precisely measure the same thing that clinical evalu 
ation does. Whereas clinically determined fear is 
weakly associated with a higher rate of improve 
ment, test-determined fear is more strongly as 
sociated with a higher rate of improvement, Such 
findings may indicate the importance of the psy- 
chiatrist’s interpretation—or misinterpretation—of 
what he sees in the patient. It might indicate the 
psychiatrist's projection of his own fear, or his be 
lief that the patient should or must be afraid of 
this shocking procedure. This that in 
trying to determine the psychological factors in- 
volved for the patient one may not lose sight of 
the psychology of the psychiatrist administering 
the treatment. For instance, the authors have the 
impression that fear of shock treatment is universal 
As a result of our experience with shock treatment 
we have quite a different impression 


is to say, 


Contrary to general belief the authors find that 
fear of shock, determined both clinically and by 
test, is only weakly associated with improvement. 
However, it is a significant fact that patients who 
feared death from the treatment, whether they 
actually received ECT or not, seemed to do better 
than patients who did not. The authors indicate that 
there seem to be some relationships between the fear 
of treatment and improvement, but that their 
evaluation is difficult. I would suggest that such 
evaluation will not be possible until psychotherapy 
is done coincidentally in order to determine the 
intricate relationships involved. Such study will 
also be able to evaluate the more occult attitudes 
toward treatment, and the person who administers 
it, compared with which fear of treatment is a 
relatively simple emotion. 

The probability—if not the fact—that more than 
just the surface symptoms of depression or fear 
are involved in the improvement noted with shock 
treatment, would seem to be substantiated by the 
study. The authors state that, while there is some 
relationship between fear of shock and improve 
ment, it is not strong enough to explain adequately 
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the mode of action of shock treatment, nor is the 
fear itself a reliable prognostic tool. 

We may surmise that fear, guilt-feelings, de- 
pression, anxiety, etc., are merely the surface symp- 
toms produced by a variety of psychodynamic 
forces. It is these latter forces—rather than their 
presenting symptoms—that need to be determined 
and studied. It is these, I believe, that may more 
rightly be considered the psychological factors in- 
volved. Knowledge of these will help us to under- 
stand the therapeutic action of shock treatment— 


at least from the psychological side. These are 
vastly more difficult to discover, and therefore pose 
a task compared to which the discovery of the 
significant physiological aspects may be relatively 
simple. 

It is a matter of regret that the authors could 
not have reported on a larger series of cases, but 
this does not detract from the value of the study, 
nor from the trends it suggests, and the thought 
it provokes for improved studies, on the part of both 
the authors and others interested in the problem. 


#4 


INSULIN TREATMENT OF PSYCHOTIC PATIENTS 


CoMPARATIVE RESULTS WITH Derep- AND TREATMENT 


Since insulin treatment was introduced by 
Sakel in 1933, it has been widely used but 
with limitations imposed by the technical dif- 
ficulty, expense, and hazards of the treat- 
ment. There has been considerable variation 
in the methods of administration as well as in 
the results. Use of the method has been jus- 
tified partly on the basis of the larger sta- 
tistical studies which show a decrease in 
length of hospitalization and increased per- 
centage of recoveries in certain diagnostic 
categories (2, 4, 8), and partly on subjective 
impressions of therapists based on observa- 
tions of individual patients. 

Bourne(1) critically discusses the litera- 
ture on effectiveness of treatment, considers 
the therapeutic factors in this form of treat- 
ment, and raises questions about the validity 
of the more favorable studies. Others(3, 7) 
have cited experience to show that insulin 
treatment has no advantage over psycho- 
therapy or environmental therapy. Some 
writers, e.g. Gralnick(5), have speculated 
on possible psychological effects of insulin 
treatment and whether these might indeed 
be in part responsible for remissions. Others, 
e.g. Sakel(9), have expressed the opinion 
that the metabolic or physiological changes 
produced by insulin coma are the significant 
factors in improvement. Along with this 
viewpoint goes the idea held by some(2 and 
discussion) that the deeper the coma the 
more certain the favorable results. Support 
for this theory has been found in the obser- 
vation that patients who recover from pro- 
longed comas often have a complete remis- 
sion of symptoms. 

Sakel in 1954(Q) recapitulates his ideas on 
the manner and value of insulin therapy, re- 
affirming his conviction that the treatment 
must be individualized, the depth, duration, 
and number of comas being dependent on the 


1From the Boston Psychopathic Hospital, 74 
Fenwood Rd., Boston 14, Mass. 

2We gratefully acknowledge the assistance of 
Mr. Alberto Di Mascio, M.A., in the statistical 
preparation of this material. 
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symptoms and needs of each patient. In most 
hospitals where insulin is now given in the 
United States, the treatment has been stand- 
ardized to a considerable extent, but there is 
not complete uniformity. Authors of some 
of the larger studies on the results of insulin 
treatment illustrate this disagreement. Freu- 
denberg, in his paper on Ten Years’ Experi- 
ence of Insulin Therapy in Schizophrenia 
(2), emphasizes the necessity for “adequate 
treatment” while Gralnick in Seven-Year 
Survey of Insulin Treatment in Schizophre- 
nia(4) states that the number of treatments 
and comas bear no constant relation to re- 
sults, good remissions being obtained with 
15-20 treatment and few, if any, comas. 
Greaves et al.(6) used subcoma insulin with 
favorable results. In some hospitals it is be- 
lieved necessary to give deep comas (fourth 
stage) of long duration (up to an hour) in 
order for treatment to be effective, while at 
the other extreme we find the exclusive use 
of “subcoma” or “ambulatory” insulin in the 
belief that results with this method are good 
and the risk much smaller. Although the 
mechanisms of insulin coma and its effect on 
the brain as well as on other organs of the 
body are not completely understood, it is pos- 
sible to investigate whether there is a clinical 
difference in results obtained by light versus 
deep coma. This study was designed, there- 
fore, to compare the changes produced by 
deep insulin coma as opposed to treatment 
with light insulin coma. 


METHODS 


A total of 87 consecutive patients placed 
on the insulin list by the chiefs of the male 
and the female services at Boston Psycho- 
pathic Hospital between January 1954 and 
April 1955 were studied. Patients were as- 
signed in alternation either to deep or to light 
coma treatment. Each of 73 patients received 
a full series of 35 comas; 14 patients had to 
be excluded from the study because they did 
not receive a total of 35 comas (the number 
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TABLE 1 


Comparison or Licut anp Deep Coma Groups 
Respect to Ace, Sex, Famiry History 
or Menta Duration or AcuTE 
Strate, Tora, Duration or ILLNEss, 

AND Number or Times Ici. 


Light (39) Deep (34) 
Ave. 28.4 yrs. Ave. 28.9 yrs. 
Mig F20 Miu F23 
Family history of men- 

Duration of acute 

Ave.12mos. Ave. 15 mos. 
Total duration of ill- 

Ave. 47 mos. Ave. 50 mos. 
Number of times ill.. Ave. 1.8 Ave. 1.7 


selected for this study). The reasons for this 
were (1) early termination due to quickly 
obtained good results and reluctance of the 
patients’ physicians to subject them to further 
risk and discomfort (2 cases) ; (2) interven- 
tion with additional EST or pharmacological 
or surgical treatment due to intolerable ward 
behavior (6 cases) ; (3) atypical reaction to 
insulin (4 cases) ; (4) patient’s leaving the 
hospital without permission (1 case); (5) 
patient’s becoming rapidly worse during 
treatment (1 case). 

Thirty-four of the final 73 patients re- 
ceived deep and 39 received light coma treat- 
ment. Analysis of the 2 groups revealed no 
significant difference with respect to age, sex, 
family history of mental illness, duration of 
acute state, total duration of illness and num- 
ber of attacks (see Table 1). They were also 
similar with respect to diagnostic categories, 
with one exception—-namely, significantly 
more cases diagnosed schizophrenia, undif- 
ferentiated type were found in the deep coma 
group (see Table 2). Individual psycho- 
therapy was administered concomitantly with 
insulin therapy to 60% of the deep coma 


TABLE 2 


Comparison or Licut AND Deep Groups wiTH 
Respect to DiaGcnostic CATEGORIES 


Light Deep 
Schizophrenia, paranoid ........... 19 14 
Schizophrenia, undifferentiated ..... 6 11 
Schizophrenia, catatonic ........... 6 2 
Schizophrenia, affective ............ 4 3 
Schizophrenia, mixed .............. 2 3 
Schizophrenia, hebephrenic ......... I 
Schizophrenia, simple .............. I o 


group and to 41% of the light coma group. 
This difference was found not to be statisti- 
cally significant. 

Deep coma, the type of treatment ordi- 
narily used in this hospital, was defined as 
third stage coma, i.e., absence of reaction to 
painful stimuli, presence of Babinski reflex 
and absence of lid reflex. Light coma was 
defined as early second stage and depended 
on the presence of disorientation sufficient to 
ensure that the patients could not tell the dif- 
ference between the 2 types of treatment.’ In 
some patients this involved disorientation 
only and in others it was necessary to go far 
enough to produce twitching, motor activity, 
etc. Coma is ordinarily terminated at this 
hospital by means of tubefeeding, and all 
light coma patients were tube fed at least 
part of the time. Patients were allowed to 
remain in coma for 30 minutes unless this 
was contraindicated by increasing depth of 
coma or by respiratory or other difficulties. 
All patients were treated alike in every other 
respect. Only the insulin personnel knew 
which patients were receiving light and which 
deep coma; this information was not trans- 
mitted to the patient’s doctor nor to ward 
personnel, 

Evaluation of the patient’s clinical and psy- 
chological status before and after treatment 
presented the difficulties encountered by most 
investigators in attempting to obtain objec- 
tive and quantitative data about psychiatric 
patients. Three measures of change were 
used based on observations before and after 
treatment: (1) clinical evaluation by the 
chief of service—at the end of treatment the 
chief of service was asked whether he 
thought the patient had improved clinically 
and was asked to grade the results as Good 
or Poor; (2) evaluation of ward behavior by 
the head nurse—a ward behavior sheet was 
filled out by the head nurse on the patient’s 
ward. This contained 20 clinical categories 
of description of patient’s thinking, affect or 
behavior (hallucinations, delusions, ideas of 
reference, combativeness, destructiveness, 
verbal hostility, irritability, restlessness, 


8 All insulin patients attended group therapy 3 
times a week. In the capacity of observer one of 
the authors (L. B.) found no evidence that the 
patients were aware of a difference in type of coma 
treatment given. 
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talkativeness, resistiveness, motor activity, 
fearfulness, depression-elation, food intake, 
cooperation, self-care, sociability, initiative, 
productivity, sleep). These were scored 
within a range of +2 to —2 with zero as the 
norm, +2 being a markedly abnormal exag- 
geration of the characteristic and —2 being 
a markedly abnormal diminution or absence 
of the characteristic. The score was summar- 
ized for each patient by adding up the total 
number of deviations from “normal” behav- 
ior. The total change in the direction of 
normal was considered a measure of behav- 
ioral improvement. (3) Evaluation by Ror- 
schach test—a Rorschach test was done on 
all cooperative patients. Forty-one patients, 
25 from the deep coma group and 16 from 
the light coma group, were given the Ror- 
schach test before and after treatment. All 
posttreatment tests and all but 3 pretreatment 
tests were administered by the same psy- 
chologist, who also evaluated changes in the 
Rorschach protocols. The psychologist was 
given no information regarding type of treat- 
ment and he had no knowledge of the case 
history. Five evaluation measures were de- 
rived from the Rorschach data. In this paper, 
the results of only one of the evaluations is 
presented, namely the global evaluation of 
improvement or nonimprovement based upon 
the subjective judgment of the psychologist. 
Relationships between the 5 Rorschach eval- 
uations and the clinical methods of evalua- 
tion are discussed in another paper(10). 

In addition to the above immediate post- 
insulin evaluation, a follow-up study was 
conducted in July and August 1955 (3-18 
months after the completion of treatment), 
in the course of which contact was estab- 
lished with all patients or their relatives. 
Many patients received some further treat- 
ment (EST, pharmacological, surgical) after 
insulin and therefore the follow-up clinical 
condition could not be ascribed only to the 
original insulin therapy. However, since the 
2 groups were comparable as to the number 
of patients who received additional therapy 
an over-all comparison of the 2 groups with 
respect to long-term outcome was also made. 


FINDINGS 


Although there was not infrequently a dif- 
ference in assessment of a given patient ac- 


cording to the technique of evaluation, by all 
measurements made in this study no signifi- 
cant statistical difference was found between 
the light and deep coma patients. (1) The 
clinical evaluation by the chiefs of service 
showed 64% improvement in the deep coma 
group and 65% improvement in the light 
coma group. (2) According to the behavioral 
evaluation by the head nurses on the patients’ 
wards, there was an average number of 
points toward improvement of 6.7 in the deep 
and 6.9 in the light group. (3) According to 
global evaluation of the Rorschach protocols 
by the psychologist, out of 41 total cases 
tested (25 deep and 16 light coma patients), 
there was improvement in 68% of the deep 
coma group and in 68% of the light coma 
group. 

The comparability of the 2 groups as to 
immediate improvement, discharge from hos- 
pital, and number in the community on 3-18 
months follow-up can be seen in Table 3. 
Again there was no statistical difference be- 
tween the 2 groups. 

There is suggestive evidence that patients 
who have been long and repeatedly ill (1.e. 
with a poor prognosis to begin with) may 
stand a better chance of improvement with 
deep coma treatment, whereas light coma 
may not benefit them. In no case did any of 
the 5 patients sick more than twice improve 
with light coma ; whereas of 22 patients who 
improved with deep coma, 4 had been ill more 
than twice (out of 7 patients ill more than 
twice). No patient ill longer than 5 years (7 
patients) improved on light coma; of 10 pa- 
tients ill longer than 5 years, 6 improved on 
deep coma. Of 5 acutely ill for over a year, 


TABLE 3 


Resutts or “Deep” ann “Licnur”’ 
INsuLIN CoMA TREATMENT 
“Light” 


coma 
(39 cases) 


“Deep” 
coma 
(44 cases) 


Clinical improvement with 
insulin Rx, Psychiatric 
assessment 22 (64%) 

Patients discharged 

a. Without other Rx 

b. With other Rx 


a5 (65%) 


11 (28%) 
20 (51%) 


31 (79%) 


12 (35%) 

13 (38%) 

25 (73%) 

Patients in community on 
follow-up (3-18 
months ) 


14(41%) 20(51%) 


4 
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only one improved with light coma ; whereas 
of 11 acutely ill for over a year, 5 improved 
with deep coma. 


DISCUSSION 


The experience obtained in the present 
study based on clinical and Rorschach indices 
indicates that there is no difference in the re- 
sults obtained with light and with deep coma 
treatment. However, in view of the observa- 
tions regarding the very ill patients who 
benefited from deep coma it cannot be said 
that deep coma has no advantage over light 
coma. The question of relative risk must 
nevertheless also be considered. Of our 4 pa- 
tients who had untoward reactions to the 
treatment, 3 were in the deep coma group. 
The fourth patient, a member of the light 
coma group, had a delayed awakening after 
receiving 20 units of insulin on a morning 
following a weekend of heavy alcohol intake. 

In addition, the results of this study imply 
that frequent benefit may be obtained from 
subcoma levels of insulin. Patients who have 
previously been considered physically unfit 
for insulin treatment may be given lighter 
doses with hope of improvement. The fact 
that depth of coma apparently is not a signifi- 
cant element in the therapeutic effect leads 
to further speculation as to what factors do 
make the treatment of value. It would be in- 
teresting to follow this pilot study with one 
in which the patients are exposed to the psy- 
chological aspects of the treatment (e.g. com- 


ing to the unit for treatment, being put to 
bed, watched over, fed, etc.) while only half 
of the group receive insulin. 


SUMMARY 


Of 73 psychotic patients treated with in- 
sulin, alternate patients received deep and 
light insulin coma therapy. The therapeutic 
results were evaluated in terms of immediate 
clinical and psychological improvement and 
follow-up study. By the criteria used in these 
evaluations, no difference was found between 
the results of light and deep insulin coma 
therapy. 
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PROBLEMS RELATED TO THE PERSONAL COSTS OF PSYCHIATRIC 
AND PSYCHOANALYTIC TRAINING ' 


HOWARD W. POTTER, M.D., HENRIETTE R. KLEIN, M.D., ano 
DONALD R. GOODENOUGH, Pu. D.* 


Lecause of our long familiarity with psy- 
chiatric residents and postresidency students 
in psychoanalytic training, we have been in- 
terested for many years in how their activi- 
ties during the training period and their sub- 
sequent professional careers are affected by 
the financial obligation they inevitably as- 
sume while undergoing training. Our par- 
ticular concerns, some intuitive and some 
supported by personal observations, were as 
follows: 

1. Is the psychiatric resident being pres- 
sured into private practice prematurely, or 
even concurrently with his residency training 
by his financial obligations? 

2. If the psychiatric resident engages pre- 
maturely in private practice does this re- 
strict his freedom of choice of future full- 
time careers in public hospitals and uni- 
versities ? 

3. Does the establishment of private prac- 
tice prior to the completion of training freeze 
trainees geographically and thus create a 
scarcity of psychiatrists in more distant com- 
munities ? 

4. Do the extraordinary demands on time 
and energy implicit in coping with costs of 
advanced training affect the optimal utiliza- 
tion of training resources and the maximum 
development of scientific interests and skills ? 

5. How is analytic training financed? 
Through supplementation of residency stip- 
ends, through gifts from family, loans from 
various sources, a wage-earning spouse, by 
private practice, or how? 

6. What is the effect of being required to 
pay relatively high fees for personal analy- 
sis and later, for case supervision (control) 
on the trainee’s later choice of professional 
activities, type of practice, and fees charged ? 

7. Do excessively high costs of advanced 


1 Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, IIl., April 30- 
May 4, 1956. 

2 From the departments of psychiatry, State Uni- 
versity of New York, College of Medicine, and 
Columbia University, College of Physicians and 
Surgeons, New York. 


training deter some, who might make a sub- 
stantial scientific contribution, from under- 
taking it? 

8. What are the effects of this excessive 
pressure on the personal health and welfare 
of students and their families ? 

Any postdoctoral training program in the 
medical specialties poses financial problems 
for the trainees since such training extends 
into that period of life when marriage, par- 
enthood and other adult responsibilities pre- 
vail. However, psychoanalytic training com- 
pounds the problems in that: (1) The per- 
sonal analysis of a psychiatrist lasts a number 
of years and represents a major financial 
outlay. (2) Formal training in psychoanaly- 
sis extends over a period of not less than 4 
calender years, and usually longer. (3) 
Formal psychoanalytic training is not avail- 
able to most psychiatrists until the comple- 
tion of psychiatric residency and seldom 
is any credit granted by psychoanalytic insti- 
tutes for courses in psychoanalytic theory 
given in the residency program even when 
given by highly qualified teachers. 

It is self-evident that residency training 
in clinical psychiatry poses no major prob- 
lems of a financial order other than ekeing 
out a 3-year period of existence on a resi- 
dency stipend with whatever minimal finan- 
cial supplements the resident can muster, 
especially if he is married and has a family to 
support as well as himself. The picture gets 
complicated, however, when the resident 
reaches out for a personal analysis as the 
first lap on his way to formal psychoanalytic 
training and eventual qualification as a recog- 
nized psychoanalyst. 

It might be entirely valid to ask “why all 
the franticness about psychoanalytic train- 
ing?” since some of the outstanding psy- 
chiatrists in the country have had no such 
training and since most of the psychiatrists 
who are providing dependable services to 
the community at large and to tax-supported 
psychiatric hospital services are not analyti- 
cally trained in a formal sense. 
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The reality remains, however, that psycho- 
analytic training has “caught fire.” The ana- 
lytically trained psychiatrist is the one who 
is sought by many university teaching cen- 
ters, community mental health agencies, and 
the sophisticated public. This the psychiatric 
resident knows. There is a degree of factual 
basis in these realities since psychoanalytic 
theory is concerned with the how of mental 
functioning which provides the spring board 
for psychotherapy—the psychiatrist’s major 
claim as a specialist. 

There are, of course, some abstruse areas 
in this matter of psychoanalytic training. It 
is predicated upon the traditional plan that a 
personal analysis is essential and that com- 
plete analytic theory should be taught only 
in a formal psychoanalytic institute and to 
those so analyzed. Yet there are no data to 
indicate that psychoanalytic theory cannot 
be taught to and absorbed by all residents (1 ) 
within the psychiatric program, irrespective 
of whether they will be among the smaller 
group who will be selected for training in 
psychoanalytic therapy. 

In June 1954 we decided to explore some 
aspects of training costs by gathering perti- 
nent information for the preceding year from 
psychiatric residents and postresidency stu- 
dents in psychoanalytic training. We asked 
28 psychiatric residency centers near psycho- 
analytic institutes and the 14 institutes then 
within the American Psychoanalytic Associa- 
tion to participate by distributing our ques- 
tionnaires to their residents and/or students. 

There were roughly 1,000 trainees avail- 
able for study in the participating institutes 
and residency centers; we contacted about 
goo. Students were instructed to leave the 
questionnaires unsigned to insure maximum 
privacy for themselves and the training cen- 
ters. This procedure made it somewhat diffi- 
cult to determine the exact number of stu- 
dents contacted, since two questionnaires 
undoubtedly reached some—one, through 
their residency center, and one through 
their psychoanalytic institute. We can state, 
however, that the percentage of response was 
no less than 70% and perhaps considerably 
higher. Our report is based on information 
provided by this group. 


DESCRIPTION OF SAMPLE 


A total of almost 700 trainees returned 
the completed questionnaire, distributed al- 


most equally among residents (335) and 
students enrolled in psychoanalytic institutes 
(349). Of the 46% of the resident group 
in personal analysis, two-thirds were con- 
currently enrolled in psychoanalytic insti- 
tutes. In a previous study(1) in 1950 on 
another group of residents, it is striking to 
find that the same percentage of residents 
were in personal analysis. It is also note- 
worthy that the great majority of residents 
not in personal analysis or psychoanalytic 
training were hoping to secure it. The ulti- 
mate training choice which will be made by 
most residents under the current system must 
be kept in mind in considering training costs. 


RESIDENT SALARIES AND TRAINING EXPENSES 


In viewing salaries usually paid by resi- 
dency centers, it is clear that a resident may 
barely support himself and his family, but 
most definitely cannot pay the current fees 
for personal analysis out of the residency 
stipend (see accompanying tables). In our 
data, over half of the residents who were 
having a personal analysis reported expendi- 
tures for this item which alone equalled or 
exceeded their salaries. 

The median salary for all residents was 
about $3,000 per year, although first-year 
residents generally were paid less and third 
year residents somewhat more than this 
figure. The median expenditure obligated 
by residents for personal analysis was also 
about $3,000 per year although the upper 
limit was $4,500-$5,000 per year. About 9 
of every 10 residents and postresidents were 
charged $15 or more per analytic session and 
about 40% paid an analytic fee of $20 or 
more. Only one of 10 paid under $15 per 
session. Differences in analytic fees for resi- 
dents enrolled in analytic institutes and resi- 
dents who were not regularly enrolled stu- 
dents in institutes were small. Since super- 
vised (control) analysis by students is a later 
step in psychoanalytic training, not many of 
the residents were yet involved in this phase. 
However, those who were doing supervised 
(control) analysis were generally paying 
their supervisory analyst about the same fee 
as for their own personal analysis. In only 
a few institutes are these supervision costs 
covered by tuition. Tuition for psychoana- 
lytic courses is an additional cost item, rang- 


ing up to $800 or $900 per year. 
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The median living expense for all resi- 
dents was roughly $4,000 a year, a figure re- 
flecting not a particularly high standard of 
living considering the fact that three-quarters 
of the students were married and half had 
children to support. 

These findings highlight the basic prob- 
lem facing the psychiatric resident who is 
interested in obtaining analytic training. His 
options are these : 

1. He may choose to start his training 
while still in residency, but if he does this he 
must find some additional financial resources, 
since residency salaries cannot suffice. 

2. He may choose to delay his training 
until he has finished his residency but this 
creates other problems. 

3. Despite his interest, and perhaps poten- 
tial, he may have to forego psychoanalytic 
training. 

Now let us consider the resident who de- 
cides to begin his personal analysis. How 
does he supplement his residency salary in 
order to finance it? Parenthetically, we point 
out the obvious—his residency carries with it 
a full-time commitment and a full-time op- 
portunity for learning and maturing. 

Savings.—It is the unusual resident who 
has enough savings to carry him through. In 
our sample fully two-thirds of those in per- 
sonal analysis expected to be in debt by the 
end of their residency. About half of the 
residents were fortunate enough to be the 
recipients of gifts, subsidies, or grants, but 
even for these, the median income from these 
sources was only between $1,500 to $2,000 
for the year. These sources also included the 
G.I. Bill of Rights for some students, a sub- 
sidy which cannot be counted upon in future 
planning. It is clear that, except for a minor- 
ity, to finance a personal analysis the resident 
must have an extra income. 

Income from Private Practice —We were 
interested in the extent to which residents 
engaged in private practice and inquired 
about earned income from sources other 
than a salaried position. Comments by the 
residents as well as statistical analysis of the 
relationship between responses to this ques- 
tion and other variables give us some con- 
fidence that there were some earnings from 
private practice, at least in the large major- 
ity of cases. Since it is the policy of all resi- 
dency centers to forbid residents’ engaging in 


private practice, we assume that the income 
from private practice is underestimated in 
our data. 

Nevertheless, our data indicate that at 
least 2 in § and in some areas 3 in 4 third- 
year residents in personal analysis or psycho- 
analytic training are engaged in private prac- 
tice. Some reported very little private practice 
income during the first years of residency 
but one-quarter of those in analysis reported 
over $3,000 per year from such practice. By 
contrast, only about one-fourth of the resi- 
dents not in personal analysis were engaged 
in private practice and they usually earned 
much less from this source. This conspicu- 
ous difference in private practice income of 
residents in personal analysis, despite the far 
greater demands upon their time, and resi- 
dents not in analysis, is explained essentially 
by their far greater need to meet the burden- 
some costs of this additional training. 

Not only is there the grave question of 
whether a resident who is still in psychiatric 
training is prepared for independent prac- 
tice, but even more important is how this de- 
flection of time, energy, and interest may 
interfere with his securing the maximum 
benefits from residency training and fulfill- 
ing his optimum service obligation to the 
psychiatric center. If the resident turns to 
private practice to secure funds, it means he 
must carry out his obligations to psychiatric 
programs by day and spend all or almost all 
so-called free time conducting private prac- 
tice. With such a schedule he cannot easily 
give his undivided attention to the residency 
program and the maximum acquisition of 
psychiatric skills. 

For example, one of our subjects wrote: 
Since I started my residency, I have always been 
able to stay on a pay-as-you-go basis. This has 
been by dint of long hours of overtime work. As 
a result, my indebtedness has not increased, al- 
though the diameter of my coronary arteries may 
have decreased. There is some question as to the 
usefulness of such a persistently heavy schedule for 
my professional growth. 


And another subject stated: 


I had no one to borrow from and instead worked 
about 38 hours a weck besides my time in resi- 
dency in order to pay for living and psychoanalytic 
training expenses. Although I feel my starting psy- 
choanalytic training early definitely helped me get 
a great deal more out of my residency, I would 
have gotten even more from my residency if I could 
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have borrowed a few thousand dollars and not had 
to work such long hours. 


Not all residents are eager to begin private 

practice ; many would prefer additional psy- 
chiatric training first but find this economi- 
cally impossible. One subject stated : 
I had planned and had been accepted for two ad- 
ditional years of training in a psychiatric specialty 
which I wanted but gave this up for psychoanalytic 
training. I couldn’t afford both. 


That early private practice is utilized 
sometimes as a last resort and not by choice 
is described by another resident who wrote: 
I have just begun taking private patients in order 


to earn enough to finance my analysis, having 
exhausted all known sources of loans. 


Nor are these the only problems which 
may accompany premature involvement in 
private practice, Although the resident may 
begin practice as a “fire-fighting” measure, 
there seems to be a strong possibility that he 
will become “fixed” in his practice with a 
subsequ.nt loss in geographical and occupa- 
tional mobility. It is the rare individual who, 
having become established in private practice 


‘for whatever reasons, will move elsewhere 


and go through the same wear and tear in 
establishing himself in a new community. It 
is true there are some who have migrated to 
other areas, but usually to assume jobs of 
major significance. These are exceptional 
instances, 

Income from Working Spouse.—A second 
important source of extra income for the 
resident is his spouse; about 3 out of every 
4 residents were married. In 9 of every 10 
childless marriages, both the resident and 
his spouse were working. There were only 
two cases in our entire sample of first- 
and second-year married residents without 
children who reported no income from their 
respective spouses, and in each of these cases, 
the resident reported a sizable independent 
income. In those families with children and 
the resident in analysis, 30% reported both 
spouses working. Among residents not in 
analysis, this occurred only half as fre- 
quently. 

The long hours beyond those of the resi- 
dency requirements for personal analysis or 
psychoanalytic training and for private prac- 
tice, and the emotional burden of debts and 
concern about money affect the resident not 


only directly but indirectly through the de- 
mands imposed on his family. 

One resident reports : 
I don’t think these figures convey any notion of 


the degree of hardships and privations imposed on 
a family by this training. 


Another states: 


Unfortunately this questionnaire does not and can- 
not ask questions relevant to the wear and tear of 
living poorly or the emotional wear and tear by the 
deprivation on one’s family. 


From comments appended to the question- 
naire, none of which had been sought, it was 
clear that starting a family or restrictions on 
its size is a direct consequence of financial 
deprivation. 

One resident reports: 

The residency of my choice pays very small stip- 
ends. In order to avoid debt I have delayed the 


start of a family, and my wife has earned the family 
income. 


Another adds: 


In our particular case it is likely to be either family 
or analysis in the next 6-8 years, for financial 
reasons . 

Loans as a Source of Funds.—One addi- 
tional financial device may be available to the 
resident ; he may go into deficit financing of 
his training. Most of the residents in analy- 
sis do exactly this and many go heavily into 
debt. In our sample two of every three re- 
ported expenditures which exceeded their 
incomes and two of three expected to be in 
debt at the end of residency despite use of 
savings, gifts, spouse’s salary and private 
practice, The median estimated indebtedness 
was about $5,000. 


POSTPONEMENT OF ANALYTIC TRAINING 


It is not surprising to find so many students 
postponing advanced training when it is 
available or desired by them because they are 
unable to raise funds or to suffer the conse- 
quences of indebtedness. Some find it neces- 
sary to interrupt training. 

For example, one student remarked : 

I hope to start personal analysis soon after I obtain 


employment. I have no desire to go back into debt 
as I was prior to my military service. 


Another reports: 


I put off psychoanalytic training 2-3 years because 
of the expense. 
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Still another : 


Am taking full-time salaried job (elsewhere) to 
pay for analysis next year. Shall return to com- 
plete it. 


Another: 


I have discontinued my analysis until I enter (priv- 
ate) practice in order to have enough money to 
meet the expenses. 


Those who begin their analytic training 
after the completion of residency are taking 
a more conservative course financially. This 
action, however, creates its own problems: 
the late age of the learning period, the late 
age for the completion of training and for 
development of independent professional 
feelings and attitudes, the reduction in the 
projected length of careers as trained spe- 
cialists, and the increased tendency to lose 
geographic mobility. 

In our sample over one-fourth of the ad- 
vanced analytic students were over 40 years 
of age and about two-thirds were over 35. 
One must add to these figures the number 
of years still necessary before psychoanalytic 
training will have been completed and the 
additional years necessary for membership 
in an organization which implies specializa- 
tion. 

The advanced age of the trainee generally 
cannot be explained by a delay in beginning 
training or a late choice of specialty. Al- 
though a small group were so delayed 
through military service, over three-fourths 
of the first-year residents had been out of 
medical college only 1 or 2 years before start- 
ing their psychiatric training and only in 
rare cases was this lapse of time sizeable. 

For most, the late age at which we find 
them still in psychoanalytic training can be 
explained by the current operation of that 
training since analytic training is completely 
from residency training. This 
system increases the likelihood that certain 
students will have to complete their resi- 
dency before being able to begin even the 
personal analysis. Also, since the analytic 
institutes, with few exceptions, operate as 
night schools, the length of the training 
period inevitably is increased. Contributing 
to the extended period of training is the lack 
of integration of psychoanalysis and psychi- 
atric training. Half the advanced students 


separated 


who were still in analytic training had been 
out of medical college for 9 years or more. 
REDUCTION 


IN GEOGRAPHICAL MOBILITY 


One grave consequence of such extended 
training is that the student first gravitates 
toward areas which provide this special train- 
ing and is obliged to remain in the vicinity 
of the psychoanalytic institute in order to 
complete training. By that time he usually 
is established in private practice in that com- 
munity. Thus the personal needs of the 
analytically trained psychiatrist forces him 
to remain in the area, although it in no way 
explains this phenomenon entirely. Rarely 
do they at the age of 35 or 40 attempt to re- 
establish themselves and their families in 
new locations even though the need for their 
services elsewhere may be greater. 

As one trainee puts it: 

Under present circumstances men must leave their 
place of work and take up residence in New York, 
Philadelphia and such if they wish to obtain train 
ing. The great expense and the length of time [in- 
volved] render it unlikely that they [will] return 
to their original institution or city. 


Another trainee comments: 


Psychoanalytic training takes so long that one 
has to settle in the highly competitive areas about 
psychoanalytic institutes. 


We are mindful that a financial problem 
may well reflect personal difficulties and that 
biases may creep into a survey such as this, 
where the financially secure student may not 
be as inclined to respond to the questionnaire 


as the financially insecure one. But even 
when these influences are soberly considered, 
the reality of the magnitude of the various 
problems confronting the trainee—over 
which he has little control—is impressive. 
Setting aside the desirability of the resi- 
dent’s having sufficient time and singleness of 
goal to allow him to become well-steeped in 
psychiatric training with full opportunity to 
develop appropriate interests in methods, re- 
search, community work and academic inter- 
ests, what are the general expectations of 
how the resident who desires personal analy- 
sis and psychoanalytic training can secure 
it? Unless a resident postpones personal 
analysis and analytic training until he has 
completed his residency, how is it to be 
financed? Although most residency centers 
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TABLE 1 


YeAr_y Income or Psycuniatric Stupents sy Type or StupentT* AND Source oF INCOME 


Earned: 
— than 
rom a 
Salaried salaried Subsidies, 
Percentile positions position f Spouse gifts, etc. 


N 178 46 51 

Not in analysis 25 $1,500 $500 $1,500 
(Total N = 182) 50 3,000 1,000 2,500 
75 3,500 1,500 3,500 


In analysis N 57 20 16 
Residents (not enrolled whe 1,500 500 500 
analytic institutes ) 50 2,500 1,000 1,500 
(Total N = 58) 75 3,500 1,500 3,000 


; N 89 46 24 
Enrolled in analytic institutes | 25 2,000 1,000 1,000 , 4,000 
(Total N = 95) ‘ 3,000 2,000 2,000 6,000 
4,000 3,500 3,500 9,000 


231 252 66 70 334 

4,500 4,000 2,000 1,000 10,500 

50 7,000 11,000 3,500 1,500 15,500 

75 $10,000 $18,500 $7,000 $3,500 $20,500 

* The number of cases presented in this and the following table are usually several fewer than the total number of 

students responding in each class since some of the students gave ambiguous responses or failed to respond to one or more 

questions, 

t The number of cases presented for each income, expenditure and indebtedness category includes only those students 

who reported such income, etc. These are the N’s upon which the percentiles are s 


Analytic students 
Residency completed 
(Total N = 349) 


TABLE 2 


Yearty Expenpirures AND EstiMaATep INDEBTEDNESS OF PsycHIATRIC STUDENTS BY TYPE OF 
STUDENT AND EXPENSE 


Estimated 
indebtedness 


3egin- 
ning of End of 
Per- Tui- aly- - Living Total resi- resi- 
centile tion i i expenses expenses dency dency 


176 175 65 70 
$2,500 $3,000 $500 $1,500 
4,000 4,000 1,500 3,000 
5,000 5,000 2,500 5,500 


In analysis “! ‘ - 55 57 13 35 


Not in analysis 
(Total N = 182) 


Residents (not enrolled 2,500 4,500 1,000 3,500 
analytic institute) 3,500 6,000 2,000 6,500 
(Total N = 58) 5,000 7,000 4,000 9,000 
87 85 : 57 
3,500 5,500 2,000 
4,500 7,500 4,500 


Enrolled in analytic institutes 
(Total N = 95) 


6,500 9,500 : $8,000 


310 303 
Analytic students 7,000 10,000 


Residency completed 
10,500 13,500 
(Total N = 349) : Ph $18,000 
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Total 
on 63 180 
4 $500 $7,500 
1,500 4,000 
2,000 5,500 
2 32 56 
1,000 3,000 
a4 2,000 4,500 
3,500 6,000 
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so 
75 800 1,500 
63 onus 
1,000 _ 
2,000 
$3,500 
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forbid private practice throughout the resi- 
dency period, apparently a large number of 
residents are in private practice. 

If private practice is forbidden but per- 
sonal analysis attained does this mean that 
only those residents with private income or 
funds will be privileged to begin this post- 
graduate training since residency salaries 
cannot finance personal analysis? If, on the 
other hand, the resident should postpone his 
personal analysis and analytic training, what 
about the consequent problems? Whatever 
the merits of life experience and maturity, 
it is startling to contemplate the late age at 
which students receive their basic training. 
In terms of personal pliability, acquisition of 
new skills, development of subsequent inter- 
ests in public service and academic careers, 
mobility after training, reduction in the 
length of a productive career life after final 
certification has been achieved, significant 
long-range personal and professional effects 
with a bias in the direction of the profit mo- 
tive rather than service, seem inevitable. 

Various policies for consideration are: (1) 
long-range planning of training in clinical 


psychiatry and psychoanalysis with budget- 


ing of time, energy and interests; (2) stu- 
dent loans and career grants; (3) control 
of fees for personal analysis of trainees and 
the use of tuition for supervisory costs; (4) 
integrated training in psychiatry and psycho- 
analytic medicine; (5) use of supervised 
private practice as part of residency training ; 
(6) the assuming of the major financial cost 
of training by the medical college or hospital 
through use of part and full-time staff psy- 
choanalysts. 

Although we do not agree with the student 
who wrote, ‘‘a person has to be practically 
abnormal to want to spend this amount of 
time and money getting the training,” we do 
believe that these personal reports from al- 
most 700 trainees provide the basis for sober 
assaying of current trends and_ practices. 
How their problems can be met is a matter 
of planning, definition of policy and creation 
of necessary resources, for the most con- 
structive development of our discipline and 
for the trainee. 
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In motor hallucination the patient imag- 
ines he is making a voluntary movement 
when really he is not. The object of this 
paper is to consider some aspects of this 
type of hallucination. 

Two cases are presented. They have this 
in common: the hallucination pertained to 
speech ; each patient thought he was speak- 
ing when he was not. Beyond this they are 
in sharp contrast, for in one case the disturb- 
ance was peripheral (myasthenia gravis) 
while in the other it was central (schizo- 
phrenia). 


Case 1.—A man of 40 with myasthenia gravis 
had, among other symptoms, attacks of aphonia 
brought on by laryngeal fatigue. Thus he would 
speak normally for a minute or two and then his 
voice would die out “gradually but quickly.” He 
often thought he was still speaking audibly when 
he was not, and would wake up to this fact when 
the people he was with failed to respond to what 
he thought he had said. Several times he asked 
the waitress in the restaurant for something, and 
was surprised to learn she had heard nothing. 

Case 2.—A girl of 16 was admitted to a mental 
hospital in a catatonic stupor and made a complete 
recovery. Ten years later, now the mother of a 
6-year-old child and pregnant again, she was seen 
in consultation because she was concerned as to 
whether she would be able to hand'e a second child 
and her physician asked if a therapeutic abortion 
was indicated. 

She remembered her stupor clearly. She re- 
membered that at times “I thought I was talking 
but I wasn’t.” For example, one day her sister 
and some other girls visited her at the hospital, 
and they were all sitting together in the hall not 
far from a water cooler. The sister, Frances, re- 
marked that she wanted a drink, but did not know 
where the cooler was. Referring to the cooler, the 
patient, who was mute, said, or rather thought she 
said, “It’s over there, Frances, and you just press 
the button.” She was puzzled that Frances made no 
response, and finally she got up herself and brought 
Frances a drink of water. After her recovery she 
and Frances remembered this incident and Frances 
recalled clearly that the patient had said nothing 
whatever. 

1 From the department of neurology and neuro- 
surgery, The New York Medical College, Flower 
and Fifth Avenue Hospitals, New York City. 
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These two patients had motor hallucina- 
tions but otherwise they differed profoundly, 
and the cases will be considered separately. 

Case 1 is simple. The highest cerebral 
centers initiate the act of speech ; they “issue 
orders” to lower motor centers. His highest 
centers having issued these orders, the pa- 
tient thought he was speaking. A man 
knows he is speaking, not just because he 
hears his own voice, but also because he is 
innervating his speech apparatus, albeit in- 
effectively as in Case 1. The case shows 
that our judgment of reality is based in 
some degree on events in our higher centers, 
events that sometimes do not tally with 
reality and will therefore lead us into false 
judgments. A good example is accommoda- 
tive micropsia (micropsia in third nerve 
palsy). Owing to weakness of accommoda- 
tion the patient must work harder to focus on 
a near object. With an object 2 yards away 
he must work as hard as if it were, say, I 
yard away, and he therefore feels it is just 1 
yard away. But the area of retina stimulated 
corresponds to an object 2 yards away; 
hence he thinks the object is smaller than 
it really is. A man with a weak arm pick- 
ing up an object would overestimate its 
weight. 

Case 2 is more complex, because a psy- 
chosis is involved. Since psychetic patients 
hallucinate in other spheres as well, we must 
consider the general problem of imagery and 
hallucination. 

Hughlings Jackson’s formulation of the 
neural processes that underlie imagery will 
be useful to us. Jackson used the terms 
“vivid image” (as when we see an object) 
and ‘‘faint image” (when we merely think of 
an object). He said (2, Vol. 2, p. 69): 

I suppose that I am seeing a brick. . . . What 
first happens is that there is a periphreal impression 
[upon the retina], impulses then pass through the 


lowest, through the middle, and up to the highest 
sensory centres. ...So far we have only stated 


one half of the reflex action, have only reached the 
physical condition in the highest sensory centr@s 
correlative with the colour of the brick. It and all 
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other objects have shape, and this as much requires 
to be accounted for as the colour. The shape of 
an object is the relation of its several positions one 
to another; our knowledge of this relation is by 
movements, in this case ocular movements. . . . By 
currents passing from the highest sensory centres, 
so to speak, “across” to the highest motor centres, 
and from these downward, through middle and 
lowest motor centres to muscular periphery, there 
is development of movements of the eyeballs. .. . 
Here we have .. . reflex action. 


Further on Jackson said (2, Vol 2, p. 70) : 


The vivid image, the mental state we have [when 
we see a brick], arises during ... the physical 
condition in the two divisions of the highest centres, 
and is strongly and definitely “projected,” because 
the lower centres are engaged; it seems part of the 
outer world. Next day, we can think of the brick 
in its absence, have “an idea of it,” or, as I prefer 
to say, have a faint image, where, yesterday, we 
had a vivid image. In this case the reflex action is 
incomplete and weak; the lowest and the middle 
sensory centres and the middle and the lowest motor 
centres are not engaged. The highest sensory and 
motor centres are alone engaged; there is still reflex 
action, but only the central links of the great sen- 
sorimotor chain are engaged; the central part only 
of the whole process which occurred in perception 
is done over again, and, the excitations being slight, 
the image arising is faint, and, the lower centres 
not being engaged, it is feebly and indefinitely pro- 
jected, seems more part of ourselves. [On the other 
hand, when we actually see the brick] we have com- 
plete and strong reflex action, complete because 
all orders of centres, sensory and motor, are en- 
gaged; and strong, because the highest centres are 
in great activity. 


Thus Jackson held that both vivid and 
faint imagery are manifestations of reflex 
action. Reflex action characterizes the high- 
est cerebral centers no less than the lowest 
spinal ares. This does not concern us here, 
however. What does concern us is the fact 
that a vivid image implies activity of all 
levels of the nervous system, while a faint 
image implies activity of only the highest. 


The principles of imagery apply also to 


motor behavior. Besides moving we may 
merely think of moving, or as Jackson puts 
it, “have an idea of a movement.” Concern- 
ing this matter he said (2, Vol. 2, p. 95, 
footnote ) : 


When I actually move my arm... there is a 
process from highest motor centres, through lower 
centres, then by nerves to some muscles. . . . This 
is a purely physical process. ... When we think 
of the movement, or remember it (popularly ‘have 
an idea of it’), the physical process is limited to the 
highest centres; the very same neryous arrange- 


ments of the centres are engaged, but they are 
slightly engaged, and the physical state concomitant 
with the slighter process is faint. 


Thus an “idea of a movement” is to an 
actual movement what a fairt image is to a 
vivid image. In actual movement, as in 
vivid imagery, there is activity of all levels 
of the nervous system. By contrast, in “ideal 
movement,” as in faint imagery, there is to 
all intents and purposes activity of highest 
centers only. I shall ignore the fact (not 
known in Jackson’s day) that even in ideal 
movement there is some slight innervation 
of muscles. There are movements of the 
larynx even when one merely thinks of sing- 
ing or speaking. Golla(1) recorded the 
movements of his larynx and found that 
when he merely thought of the notes of the 
octave he got a curve identical, save as to 
amplitude, with that obtained when he sang 
them. 


INDEPENDENCE OF HIGHER AND LOWER 
LEVELS 


Adaptation requires that the various levels 
of the nervous system be able, when neces- 
sary, to function more or less independently 
of other levels. Thus lower levels function 
automatically when we walk or drive a car 
while our minds are busy with other mat- 
ters. The tabetic, whose lower centers are 
diseased, suffers from their inability to do 
their job independently; they require “as- 
sistance” from above; in order to walk he 
must put his mind on his legs and feet. 

The highest centers too must be able, when 
necessary, to function independently, “with- 
out the aid” of lower centers. This capacity 
comes with maturity and is wanting in the 
infant. The immaturity of the infant mani- 
fests itself in two aspects of mentation. 

In the sphere of movement immaturity is 
seen in the child’s comparative inability to 
think silently. From his chatter one can tell 
what he is thinking. There is the story of 
the little girl who exclaimed, when told to 
think before she speaks, “But how can I 
know what I think till I hear what I say?” 

In the sphere of imagery immaturity is 
seen in the child’s relative inability to think 
without the aid of vivid imagery. A child 
has a favorite story which he loves to have 
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read to him. You can read it 10 times a day 
without boring him. He knows the story by 
heart word for word. If you omit a single 
word, or alter the sequence of words, he 
will call you sharply to task. Why then, 
since he knows the story by heart, does he 
want you to read it to him? It is because he 
enjoys thinking the story, and he can’t think 
it without hearing it. The adult, by con- 
trast, can think in the absence of stimulation. 


SENSORY HALLUCINATION 


The common sensory hallucinations of 
the psychotic arise, I suggest, from the fact 
that the highest cerebral centers, from fault 
or disease, have lost some of their capacity 
to function independently of lower cen- 
ters(3, 4, 5). The psychotic hears what he 
would otherwise merely be thinking. The 
clearest example is “thought echo” or Gedan- 
kenlautwerden, in which the hallucination re- 
peats verbatim the thought in the patient’s 
mind, 

The relationship of hallucinatory content 
to thought content is not always so clear. It 
may be obscured by the fact that the thought 
has been translated into symbolic terms, The 
best insight into hallucinations is gained 
from analysis of your own hypnagogic hal- 
lucinations, which can be related to the 
thought in your mind at the moment of fall- 
ing asleep. As an example, I had examined a 
criminal and was contemplating the opinion 
I would present to the court. While falling 
asleep I pondered the question of determin- 
ism and free will. Growing very sleepy, I 
reflected that the question is insoluble. I 
then saw a wooden chest; it was closed and 
I knew it was locked and could not be opened 
because the key was missing. At that mo- 
ment I woke up, which was fortunate for it 
enabled me to see the relation of the dream 
image to the thought in my mind a moment 
before. When one is awake and therefore 
capable of mentation on a higher and more 
abstract plane, one can think in terms of an 
insoluble metaphysical problem. In the re- 
duced state of sleep these terms are trans- 
lated into their concrete equivalent, a locked 
wooden chest to which there is no key. 


MOTOR PHENOMENA 


So much for imagery. When loss of in- 
dependence of the highest cerebral centers 
manifests itself in motor phenomena, there 
are several possibilities. In the first place, 
the patient may be unable to think silently. 
He will think out loud, like the demented 
persons who walk the streets talking to 
themselves, 


Case 3.—A high school teacher of 37 emerged 
from a catatonic stupor and became for a time 
very nearly normal mentally. During this period of 
relative normality she recalled that the 4 days that 
followed her emergence from the stupor were “hor- 
rible.” In these 4 days she was overtalkative. “I 
had no speech control. It seemed as if I couldn't 
think things, but could only say them. There was 
a great fear in my mind that I would never again be 
able to think without speaking, and I thought how 
horrible it would be to have to go through life that 
way.” 


In manic excitement too, silent thought is 
relatively impossible. The patient’s thoughts 
pour out of his mouth. 

Lindemann(6) reported the effect of amy- 
tal on 6 normal subjects. Under the influ- 
ence of the drug the following statements 
were made: “It’s funny I am just telling 
you things which I wasn’t going to tell you. 
. . . No matter what comes to my mind it 
wants to be expressed too. . . . I feel like 
saying all sorts of things. The words kind 
of just come out of my mouth... . The 
words just go rambling on my tongue.” 

In the second place, the patient may con- 
fuse unspoken and spoken speech. He may 
think he is speaking when he is only think- 
ing (as in Cases 1 and 2), and vice versa 
he may think he is thinking when really he 
is speaking. This last is seen in Case 4. 

Case 4.—A schizophrenic woman of 33 was 
getting an insulin shock treatment. Two hours after 
the injection she was still conscious when the nurse 
came and arranged her bedclothes and tucked her 
in. The patient murmured to the nurse, “You're 
pretty, you're pretty, you're pretty.” The nurse 
smiled. The patient later went into coma. When 
she came to, she was asked to recall her last 
thoughts before the coma. She recalled that the 
nurse was tucking her in and she was thinking, 
“Gee, you're pretty, you're pretty.” She added that 
this was silent thought, and, seeing the nurse smile, 
she had wondered if the nurse had guessed what 
she was thinking. When told she had actually 
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said these flattering words, she was amazed and 
thought it a huge joke on herself. 


In automatic states in epilepsy and after 
cerebral concussion patients may do things 
which afterward they do not remember. 
Since deviations from the normal occur in 
all grades of severity, one would think there 
are some intermediate cases in which the 
amnesia is not so complete, the patient re- 
membering his actions as if in a dream, be- 
ing unsure whether he actually performed 
them or only dreamed them. I remember no 
such observation but venture to think that 
cases of this kind do exist. Normal persons 
too may confuse actual movement and ideal 


movement. A man may remember that the 
other day he either mailed a letter or thought 
of mailing it, he’s not sure which. 
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DISPOSITION OF FIRST ADMISSIONS TO A PRIVATE PSYCHIATRIC 


HOSPITAL, 1920-1951 * 


Until the twentieth century was well under 
way, clinical psychiatry and psychiatric treat- 
ment were practically synonymous with psy- 
chiatric hospital experience. The psychiatrist 
operated almost exclusively within the walls 
of an institution. It was not by accident that 
the founders of what was to become The 
American Psychiatric Association were hos- 
pital superintendents; they were the psy- 
chiatrists. For several decades the number 
of psychiatric beds in this country has been 
steadily increasing, yet it must be apparent 
to everyone that expanding hospital con- 
struction is only a part of the problem of 
helping our mentally ill. The kinds of serv- 
ices the hospitals have been supplying have 
changed tremendously, but even these great 
changes and expansion of function have not 
kept pace with the growing demands for 
psychiatric services. Each year a smaller 
percentage of physicians specializing in psy- 
chiatry are confining their activities to hos- 
pitalized patients, and no one will disagree 
that if a patient can be cared for and treated 
outside a hospital, there is great saving, not 
only in direct cost of care and treatment but 
also in many indirect ways. 

Several recent reports have given an ex- 
cellent statistical picture of what is happen- 
ing to the population of mental hospitals(3, 
4, 5, 6). For the first time in recent history, 
the New York and Kansas state hospital 
systems report a drop in admissions and 
bed occupancy. Various factors have been 
suggested to account for this, but it is too 
early to assess the significance of these find- 
ings; whether they really mark the begin- 
ning of a new era or whether for some un- 
explained reason the last reported years have 
been exceptions to the general trend. 

Most of these reports concern large sam- 
ples of patients and take into account only 


1Read at the 112th annual mecting of The 
American Psychiatric Association, Chicago, III, 
April 30-May 4, 1956. 

2 Authors from the staff of the Pennsylvania 
Hospital, department for mental and nervous dis- 
eases, 4401 Market St., Philadelphia, Pa. 
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readmissions to the same hospital or sys- 
tem. At the Pennsylvania Hospital we are 
in a position to review the experience of a 
comparatively small hospital (220 beds) 
where there has been no marked change in 
policy concerning the admission and dis- 
charge of patients since 1920(1, 2). 

During the period under review, 1920- 
1951, there has been no significant change 
in the number of patient beds, and the rate 
of first admissions has hovered rather 
steadily around 330 per year. Rather than 
review the entire hospital experience of these 
32 years, covering about 10,000 individuals, 
we limit our consideration to 4,000 cases. 
This report concerns 1,000 consecutive first 
admissions to the Pennsylvania Hospital 
during each of the following periods: 1920- 
22, 1930-32, 1940-42, and 1949-51. (The 
period 1949-51 was chosen for the last group 
in order to complete 5-year follow-up studies, 
which would not have been possible if we 
had chosen the years 1950-52.) 

The patients selected were followed for 5 
years from the time of their first admission 
to any psychiatric hospital. Sex, age at time 
of initial admission, diagnosis, the number 
of suicides and deaths from other causes 
within the first 5 years were recorded. Each 
patient’s psychiatric hospitalization status at 
the following intervals from time of origi- 
nal admission was established: 1 month, 6 
months, I year, 2 years, 3 years, and 5 years. 
Patients were considered to be chronically 
hospitalized if they remained in hospital the 
entire 5 years; direct transfers from one 
psychiatric hospital to another were con- 
sidered single admissions. For example, the 
following case would be considered chroni- 
cally hospitalized: patient A is admitted for 
the first time to hospital Z. After 6 months 
at hospital Z, he is moved to the Pennsyl- 
vania Hospital, where he remains for the 
next 44 years. 

Readmission rates were also calculated, on 
the following basis: any return to a psychi- 
atric hospital within 5 years of the original 
admission provided that release from the 
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hospital was with the consent of the staff 
and immediate return or transfer was not 
expected. Visits outside the hospital with 
the intention of return or transfer are not 
recorded as readmissions. 

Table 1 records the number of deaths, 
suicides, and patients remaining chronically 
hospitalized during the 5-year period for 
each Group of 1,000 patients. Deaths and 
suicides are recorded whether they occurred 
in the hospital or at home. Chronic hospitali- 
zation may cover residence in more than one 
hospital. There has been a steady decrease 
in mortality rates, with a levelling-off in the 
last 2 decades. Among the major factors 
influencing the mortality rate are the intro- 
duction of fever therapy for paresis in the 
late 1920’s, chemotherapy in the late 1930's, 
the antibiotics in the early 1940's, and con- 
stantly improving standards of nursing care 
throughout the whole period. The develop- 
ment of specifics for paresis (fever, chemo- 
therapy, and antibiotics) seems to have had 
as much effect in decreasing the mortality 
rate as any other single factor. In Group I, 
64 admissions were diagnosed paresis, and 
of these, 42 died within 5 years of their first 
hospitalization. In Group IV, there were 
only 2 admissions for paresis, and neither 
of these has died. 

From our figures, there does not seem to 
be any definite trend in the suicide rate since 
1920. Most of the suicides were in the diag- 
nostic categories included under the func- 
tional psychoses; the widespread use of in- 
sulin coma and electroshock therapies for 
these patients in the last 2 decades appar- 
ently did not influence the suicide rate to any 
marked degree. 

Since 1930, there has been a rather steady 
decline in the number of patients chronically 
hospitalized. As factors influencing chro- 
nicity rates are more varied and complicated 
than those affecting mortality rates, it is not 


TABLE 1 
Deatu, Suicipe AND Curonicity RaTEs 
m3 FS BF Fe 
og ae as a? 
83 
Deaths, excepting suicide. 195 171 106 
21 19 26 20 
Chronically hospitalized .. 88 120 72 52 


possible to sum them up as simply. Table 2 
et seq. attempt to shed more light on the de- 
clining figures for chronicity. 

Table 2 shows the number of patients re- 
leased from their first admission for reasons 
other than death following various lengths 
of stay, and the percentage of those released 
who returned to a psychiatric hospital within 
5:years of original admission date. The 
numbers are cumulative; for example, in 
the first Group 551 patients were released 
within 6 months. The figure 551 includes 
the 163 patients who left within the first 
month plus 388 patients who were released 
some time between the first and sixth month 
of their original admission. The readmission 
rate is calculated as a percentage of the num- 
ber discharged; i.e., of the 551 patients in 
Group I released within 6 months 38.5% 
returned to a psychiatric hospital within 5 
years from the time of their admission. 

Table 2 also shows that more patients are 
spending less time in the hospital during 
their first admission: 163 from Group I left 
within one month, while 265 were released 
during a corresponding period in Group IV. 
Despite the tendency toward shorter initial 
hospitalization, the readmission rate has not 
changed appreciably. For example, con- 
sidering the patients from each Group that 
left within 6 months, it can be seen that the 
readmission rate has remained rather con- 
stant at about 38%, with the exception of 
Group II, in which only 30.8% returned. 
In Group II as a whole, readmission rates 
are consistently lower than in the other 3 
Groups. We are unable to account for this 


TABLE 2 


Numbers RELEASED AND PERCENTAGE READMITTED 


a a 
é 
Left within 1 month.. 163 182 
% readmit. in § yr.. 32.7 24.1 
Left within 6 mo..... 551 562 
% readmitted ....... 38.5 30.8 
Left within 1 yr..... 660 685 
Yo readmitted ....... 37.0 30.1 
Left within 2 yr..... 717 747 
Yo readmitted ....... 36.0 303 
Left within 3 yr...... 706 706 
Yo readmitted ........ 34.2 30.3 


Left within § yr...... 781 775 
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TABLE 3 


RESIDENTIAL STATUS 


Time interval since (1920-22) (1930-32) (1940-42) (1949-51) 
initial admission (Percentage of survivors given in parentheses) 

808 (83.1) 791 (81.3) 817(83.1) 724(73.2) 
Deaths within 1 mo........... 28 27 17 II 
392 (42.3) 396(41.8) 281 (29.0) 266 (27.6) 
Deaths within 6 mo........... 74 52 47 38 
3209( 36.4) 327 (36.0) 233 (24.9) 224 (23.6) 
315(36.5) 247 (28.0) 201 (21.8) 203 (21.9) 
Deaths within 2 yr............ 138 119 79 74 
282 (35.2) 236 (27.6) 211 (23.4) 202 (22.3) 
Deaths within 3 yr............ 171 152 100 94 
288 ( 36.7) 243 (30.0) 246 (28.3) 194 (22.2) 
Deaths within 5 yr............ 216 190 132 125 


difference precisely ; it might be correlated 
in some way with the economic upheavals of 
the depression. Part of the difference in 
readmission rates for Group II is accounted 
for by the comparatively low readmission 
rate for those patients released within the 
first month, which has a considerable effect 
on the succeeding readmission rates. 

Table 3 gives the hospital residential 
status of the 4 Groups on given anni- 
versary dates from time of first admis- 
sion. These figures are presented in terms 
of actual number of patients in residence on 
a given date, and also in terms of percentage 
of survivors. Since there were 1,000 mem- 
bers of each group originally, the number 
of survivors on any given anniversary date 
will be 1,000 less the number of patients who 
have died prior to that date. These figures 
show the effect of readmissions in maintain- 
ing hospital population at a given level, and 
confirm the findings of previous follow-up 
studies carried out at this hospital on smaller 
groups of patients. Some time between the 
second and third year following first admis- 
sion, the maximum percentage of survivors 
of the original group living outside a hospi- 
tal is reached. From that time on, there is 


(1920-22) 


TABLE 4 


Tue SCHIZOPHRENIAS 


(1930-32) 


a near equilibrium between factors influenc- 
ing release and readmission to the hospital. 
This equilibrium is maintained over a long 
period ; we have found results to be substan- 
tially the same when a group of patients is 
followed for 30 years or more. 

It is encouraging to note that over the past 
4 decades there has been a steady decrease 
in the “hard core” of patients hospitalized 
on the 3- and 5-year anniversary dates. In 
Group I, this hard core consisted of nearly 
36% of the survivors, while in Group IV it 
represented about 22% of the survivors. 

Tables 4 and 5 give figures for admission, 
release, readmission and chronicity rates for 
the functional psychoses, which include the 
schizophrenias, involutional and manic-de- 
pressive reactions. They show the number 
of patients in each Group, the number and 
percentage released for reasons other than 
death within 5 years, the number and per- 
centage of those released who were read- 
mitted within 5 years of first admission, the 
number who were continuously hospitalized 
for 5 years following first admission, and 
the number of deaths occurring during first 
hospitalization within the 5-year limit. The 
functional psychoses have been divided into 


(1940-42) (1949-51) 
(Percentage in parentheses) 


Number of patients......... 276 207 227 340 
Released within 5 yrs....... 175 (63.4) 134 (68.4) 179(78.8) 298 (87.1) 
Readmit. within yrs....... 88 (50.3) 69(51.5) 85 (47.5) 125(41.9) 
Continuously hospitalized ... 87 (31.5) 68 (32.8) 40(17.6) 37(10.9) 
Died during first 

hospitalization ........... 14 5 K 5 
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TABLE 5 
Tue Arrective Psycuoses 


(1930-32) (1940-42) (1949-51) 


(Percentage in parentheses) 
431 442 284 
371 (86.0) 411 (93.0) 275(96.8) 
116( 31.3) 154(37.5) 72(26.2) 
27 (6.3) 24(5.5) 1(0.4) 


(1920-22) 


295 (83.3) 
96 (32.6) 
38(10.8) 


Released within 5 yrs 
Readmit. within 5 yrs 
Continuously hospitalized ... 
Died during first 
hospitalization 33 7 8 


2 groups because at this hospital the somatic 
treatment of choice for the schizophrenias 
has been insulin coma therapy since 1935 
and for the affective psychoses, electroshock 
since 1940. 

In Group IV, there is an increase in the 
number of schizophrenic patients and a de- 
crease in the number classified with the af- 
fective reactions. This difference may be 
due to an actual change in the incidence of 
these reactions, or, more likely, to a tendency 
to classify more patients as schizophrenic at 
the expense of the affective psychoses. How- 
ever, in the present discussion we do not 
think that the question of diagnosis is too 
important ; the general trends for discharge 
and readmission are similar for both classi- 
fications. In fact, Tables 4 and 5 may be com- 
bined for the functional psychoses. If this 
is done, the total number of patients in each 
Group remains relatively the same, and in 
each Group the functional psychoses com- 
prise more than half the total admissions for 
each period. 

The discharge pattern for the functional 
psychoses follows that for the whole group 
of patients ; an increase in the number (and 
percentage) of those being discharged within 
5 years and a corresponding decrease in the 
number requiring continuous hospitalization. 
Many factors have been introduced since 
1920 which have influenced this trend in con- 
nection with the functional psychoses in par- 
ticular. Among the more important are 
changing treatment methods, such as the in- 
troduction of the somatic therapies (insulin, 
lobotomy, electroshock), a tendency to ex- 
pansion of outpatient treatment, increasing 
acceptance of mental illness on the part of 
the community perhaps leading to earlier 
hospitalization, a willingness to release pa- 
tients from the hospital sooner, and an in- 
creased emphasis on the therapeutic milieu 
function of the hospital. 


It would seem that these same factors also 
tend to reduce the readmission rate. As seen 
in Table 2, the readmission rate for the 
whole group of patients has remained fairly 
constant. However, looking at the readmis- 
sion rates for the functional psychoses 
(Tables 4 and 5) we find that these patients 
do not follow a similar pattern, The read- 
mission rate for schizophrenic patients, in- 
stead of remaining relatively steady, dropped 
by 4% in Group III and showed a further 
drop of almost 6% in the last decade. The 
readmission rate for this group (41.9%) is 
still higher than that for the total hospital 
population (37.4%), but seems to be ap- 
proaching it. The readmission rate for the 
affective psychoses (Table 5) has also shown 
a decrease in the last decade, down to 26.2%. 
The drop is not as marked or as consistent 
throughout the years as in the schizo- 
phrenias, but the readmission rates for the 
affective psychoses continue to be lower than 
those for all hospital patients. 

In the functional psychoses, the continued 
decline in readmission rates for Group IV 
as compared with Group III is of particular 
interest. In both Groups, insulin coma and 
‘electroshock therapy were freely available 
and were used with about the same fre- 
quency. However, there was one outstand- 
ing difference in the way the 2 groups were 
handled ; in Group IV, many more received 
outpatient care either in clinic or office fol- 
lowing their release from the hospital. The 
last decade has seen a great increase in the 
availability and public acceptance of such 
care. It is hard to avoid the conclusion that 
the rapidly growing use of outpatient treat- 
ment has had a significant effect upon the re- 
admission rates for the functional psychoses, 
which comprise more than half the total ad- 
missions. The reasons why the general re- 
admission rates have remained level despite 
the drop in the functional psychoses has not 


1957] 1027 

Number of patients......... 354 

‘te 
a 
a 
gs 

As 


1028 


FIRST ADMISSIONS TO A PRIVATE PSYCHIATRIC HOSPITAL, 1920-IQ5I 


[ May 


been fully analysed. Probably this is partly 
accounted for by the increased admissions 
for neurotic reactions, alcoholism, and drug 
addiction, in which groups we find a high 
readmission rate. Certainly the increase in 
outpatient facilities and their effects on hos- 
pital admissions, duration of stay, discharge 
policies and readmission rates are of great 
practical interest and are worthy of intensive 
study in preparation for future planning for 
the care of our mentally ill. 


SUMMARY 


our Groups of patients, each consisting 
of 1,000 consecutive first admissions to the 
Pennsylvania Hospital, have been followed 
for 5 years from the time of their first ad- 
mission to a psychiatric hospital. The sample 
covers a span of more than 30 years in gen- 
eral psychiatric hospital experience in a large 
metropolitan area on the east coast. Tables 
show a decrease in death rates and in num- 
ber of patients continuously hospitalized, 
with a relatively constant suicide rate. There 
has been a somewhat uniform readmission 


rate, but a tendency toward shorter duration 


of first admissions. The readmission and 
chronicity rates for the functional psychoses 
have been decreasing. 

Among the more important factors in- 
fluencing the mortality rates are the intro- 
duction of more specific therapies for paresis 
in the late 1920's, chemotherapy in the late 
1930's, antibiotics in the mid-1940’s, and con- 
stantly improving standards of nursing and 
ancillary care throughout the whole period. 
Duration of stay has been influenced by 
changing policies regarding discharge, the 
use of somatic therapies, and increasing em- 
phasis on the hospital as a therapeutic milieu, 
These factors favoring earlier discharge have 
not resulted in an increased readmission 
rate; on the contrary, the readmission rate 
for the functional psychoses has been low- 
ered. When the total sample of patients is 
considered, fewer are dying in the 5 year 
period, more are leaving the hospital sooner, 
and about the same percentage is returning 
as in the early 1920's. 


CONCLUSIONS 


It can be seen that several factors intro- 
duced since 1920 have significantly altered 


the pattern of psychiatric hospitalization. 
Some of these, such as antibiotics, insulin 
coma, and electroshock therapy, seem to 
have reached the point of maximum utiliza- 
tion in hospital practice. It is too soon to 
assess the long-term effects of the “tran- 
quilizing” drugs on hospitalization, but it 
does seem that hospital milieu therapy and 
outpatient treatment are capable of greatly 
expanded use; their potential to affect the 
extent and function of psychiatric function 
seems great, 
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DISCUSSION 


M. A. Tarumianz, M.D., (Farnhurst, Del.) 
~The authors are to be commended for their pains- 
taking analysis of follow-up studies of patients ad- 
mitted to a mental hospital iv 4 biennia over a 30- 
year period. All studies that give cbjective data re- 
garding what happens to patients treated in mental 
hospitals serve a useful purpose. Psychiatrists over 
the years have been so busy treating the patients 
who have come to them in increasing numbers that 
they have seldom taken time to decide scientifically 
why certain trends seem to be occurring. Of course 
they have had to deal with the immediate needs of 
the situation. If more patients were seeking beds 
in mental hospitals, the superintendents have had 
to meet the demand or admit their inability to do 
so. Rarely have they had more than their own 
convictions and absolute figures on which to base 
their appeals for public support to meet the mental 
health needs of the citizens. The hunches of psy- 
chiatrists and their colleagues on the staffs of men- 
tal hospitals have been rather reliable, but objective 
data are more desirable. 

The fact that the authors found that over the 
30-year period there has been no appreciable in- 
crease in the rate of first admissions, the number 
hovering about 330 a year, is interesting. Although 
we have not made a thorough study of the statis- 
tics available at the Delaware State Hospital, we 
found that during the biennia studied by the au- 
thors our first admissions showed a steady increase. 
For example, for the fiscal years 1920-22 we had a 
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total of 262 first admissions (138 males, 124 fe- 
males). During the biennium of the next decade we 
received 386 patients (231 males, 155 females) as 
first admissions. In 1940-42, 597 patients were first 
admissions, (334 males, 263 females). In 1950-52 
a total of 812 first admissions came to us, (420 
males, 392 females). 

The findings of the authors, regarding the age of 
first admissions are interesting. They found only 
a slight difference through the years in the number 
of first admissions who were 50 years of age or 
older. Their first admissions in this age bracket in 
1949-52 showed a decrease over the two preceding 
decades. 

In a study of first admission to the Delaware 
State Hospital in 1929-30 we had 27 first admis- 
sions 50 years of age and older (18 males, 9 fe- 
males) in a total 262 first admissions, or 10% of 
the total first admissions for that year. Twenty- 
five years later (1954-55) 122 (64 males, 58 fe- 
males) of 812 first admissions during that year 
were of this age bracket, or slightly over 15%. 
Half of the 122 persons 50 years of age and older 
(32 males and 29 females) were 65 years of age 
and older. It might have been useful for the au- 
thors to have broken down the 50 years and older 
age group, for our experience in Delaware has 
been that the probability of returning these older 
age patients to the community is slight. 

Under the diagnostic classification used by the 
authors of the paper, the data on first admissions 
for the Delaware State Hospital for the 2 years 
studied by us show certain differences from their 
findings. For example, for the years 1949-51 these 
two investigators found more than 100% fewer 
first admissions classified as chronic brain syn- 
drome than for the years 1930-32. At Delaware 
State Hospital the number of first admissions with 
this diagnosis in 1954-55 is more than 3 times as 
great as in 1929-30 (21 vs 71). No doubt this dif- 
ference in the experience in the two hospitals is 
due to the difference in the number of older patients 
to which reference has already been made. 

The facts the authors cite regarding the length 
of residence of their patients also interest me. We 
examined our figures for first admissions for the 
years 1929-30 and 1954-55 to see how many were 
released on trial visits after various periods of 
residence; how many of these returned to the hos- 
pital from the trial visit; how many were dis- 
charged within the various periods. Of the 75 male 
first admissions received in 1929-30, 38 patients or 
slightly over 50% went on trial visits during the 
first 6 months after admission. Nine of these were 
returned to the hospital for further treatment 
within the first 6 months. An additional 6 were re- 
leased on trial visit within 1 year after admission, 
another 4 within 2 years, 1 within 3 years, 2 within 
10 years, and 1 within 20 years. Of the 6 released 
on trial visit after spending more than 6 months of 
the first year in hospital, 2 returned for further 


treatment. Only 13 of the 75 male first admissions 
in 1929-30 or 17% were discharged within the first 
6 months. An additional 24 patients or 32% spent 
more than 6 months in the hospital but were dis- 
charged within the first year; another 13 or 17% 
within the second year, 3 within 3 years of admis- 
sion, 11 or 14.7% during the first 5 years, 1 within 
10 years, 3 within 20 years. 

The situation in 1954-55 was considerably differ- 
ent. Of 160 male first admissions, 64 or 50% were 
released on trial visit within the first 6 months. Of 
this number 9 were returned within the first 6 
months for further treatment. An additional 13 or 
8% of the total group went on trial visit during 
the first year after admission. Four of these 13 
were returned for further treatment. Forty-five of 
the 160 male first admissions received in this year 
or 28% were discharged within 6 months of ad- 
mission. Three others spent more than 6 months 
in the hospital but were discharged within the first 
year after admission. 

The figures for the female first admission dur- 
ing 1929-30 show a much larger percentage of pa- 
tients going out on trial visit during the first 6 
months after admission than is true for the 1954-55 
first admission. For example, of the 35 female first 
admissions in 1929-30, 22 or 63% went on trial 
visit within the first 6 months. One was returned 
for further treatment after being home for 3 
months, and 1 was discharged as improved 1 
month after the trial visit began. An additional 7 
spent more than 6 months in the hospital but went 
on trial visit within the first year. 

Of 143 female first admissions received in 1954- 
55, 50 or 35% went on trial visit during the first 
6 months. Of this number 13 returned for further 
treatment. The number discharged during the first 
6 months of 1954-55 is considerably larger than 
that of 25 years ago; 42 or 22% were discharged 
during the first 6 months after admission. An ad- 
ditional 9 spent more than 6 months in the hospital 
but were released on trial visit during the first 
year. Three of these were rehospitalized. There 
are 33 of the 143 patients admitted in 1954-55 who 
have been continuously hospitalized since admis- 
sion, 8 of whom are 60-69 years of age and 14 are 
70-80 years old. 

I endorse the authors’ suggestion in their sum- 
mary that there are numerous factors influencing 
the duration of stay of patients in mental hospitals. 
There is no unilateral approach to treatment of 
mental illness. Even the introduction of specific 
therapies could not have helped mental patients re 
turn to the community—although they undoubtedly 
would have improved their condition— were it not 
for factors such as the improved staffs of the hos- 
pitals, the changed attitude of the public toward 
discharged mental patients, and the attitude of psy- 
chiatrists themselves toward earlier discharge of 
mental patients. 
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SOME OBSERVATIONS OF A CASE OF BROMIDE INTOXICATION 
UNDERGOING HEMODIALYSIS 


JOSEPH S. COSTA, M.D., ROBERT P. NENNO, M. D., GEORGE E. SCHREINER, M.D., 
AND LEONARD BERMAN, M.D.! 


The incidence of psychoses due to bromide 
intoxication is largely a matter of conjecture 
since no definitive statistics are available. 
Because of the wide range of symptoms pres- 
ent in bromide intoxication, the diagnosis is 
made largely by a high index of suspicion 
and the determining of the blood bromide 
level. It has been felt by many that bromide 
delirium does not occur in a “healthy per- 
sonality.” Bromide intoxication may take one 
of several courses: patient may recover in 
a few days to several weeks; patient may 
recover from the effect of the bromide but 
may have a subsequent long psychotic epi- 
sode ; patient may die. The usual treatment 
is replacement of the bromide ion with the 


chloride ion by administration of sodium 


chloride. The period of recovery varies 
widely, from a few days to several weeks. 
Many factors seem to be involved: the un- 
derlying psychopathology of the person; the 
presence or absence of alcoholism; and the 
presence or absence of any organic disease, 
especially of the kidneys or the brain, 
which may play a large part in the prognosis. 
In some series, the presence of a bromide 
level of more than 350 mg.% was a bad 
prognostic sign in terms of mortality. 

We recently had the opportunity of ob- 
serving a patient with bromide induced psy- 
chosis who was treated by hemodialysis. Our 
observations were made by using tape re- 
corded interviews at times when blood and 
spinal fluid determinations were drawn. 

Case History.—The patient was a 46-year-old, 
white, married female who was referred to this hos- 
pital because of bromide intoxication. She was seen 
at another hospital the day before, by a psychiatrist 
who made the initial diagnosis. Her blood bromide 
level at that hospital was reported as 460 mg. %. 
It was felt that the standard treatment for this high 
a blood level would not be sufficient and the pa- 
tient was referred to this hospital for dialysis. 


1 Address: department of psychiatry, Georgetown 
University Medical Center, Washington, D. C. 
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Prior to dialysis the patient’s speech was mark- 
edly slurred. She was disoriented in all 3 spheres. 
She had visual and auditory hallucinations. She 
confabulated rather readily. Recent memory was 
completely lost. She could not do simple sums. Her 
blood level at this hospital was 360 mg. % of sodium 
bromide. Her spinal fluid bromide level was 265 
mg. (All bromide levels in this hospital are re- 
ported as miligrams percent of sodium bromide.) 

Additional history from the patient’s relatives 
noted that she had been an alcoholic for many 
years. One year prior to admission, she had stopped 
drinking and joined Alcoholics Anonymous and, as 
far as we could ascertain, this information was cor- 
rect. Two years prior to admission she had epigas- 
tric pain that was diagnosed as peptic ulcer. It was 
noted for at least 2 years that the patient frequently 
took large amounts of proprietary compounds (ant- 
acids and sedatives) known to contain bromides. 
Approximately 4 weeks prior to admission the pa- 
tient became progressively more “mentally dis- 
turbed.” She had a staggering gait and seemed to 
be confused most of the time. The patient was pre- 
pared for a run on the artificial kidney. The kid- 
ney used is the Travenol Twin-coil Kidney. 

First half hour: blood bromide level, 344 mg. %. 
Speech markedly slurred. She is disoriented in all 
3 spheres. She has auditory and visual hallucina- 
tions. She confabulates readily. Recent memory is 
completely lost. She cannot do simple sums. There 
is some paranoid ideation. 

First hour: blood bromide level, 222 mg. %. 
Spinal fluid bromide level, 248. Speech more dis- 
tinct but still slurred. She knows that she is in a 
hospital but does not know which one. She is 
completely disoriented as to time and person. There 
are still auditory and visual hallucinations. Con- 
fabulation still marked, recent memory completely 
lost. She cannot do simple sums. 

Second hour: blood bromide level, 220 mg. %. 
Spinal fluid bromide level, 200. Speech is still 
slurred. Orientation remains the same. She still has 
auditory and visual hallucinations. Confabulation is 
present to a marked degree. Recent memory is 
somewhat improved. She can multiply single digits 
accurately. Paranoid ideation is still present. 

Third hour: blood bromide level is 116 mg. %. 
Spinal fluid bromide level, 184. Speech is. still 
slurred. She still does not know which hospital 
she is in. Orientation as to time and person is 
still disturbed. Auditory and visual hallucinations 
are still present. Recent memory is steadily im- 
proving. She can only multiply single digits. Para- 
noid ideation continues. 
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Fourth hour: blood bromide level, 74. Spinal 
fluid bromide level, 170. Speech is somewhat better. 
Orientation as to place and time are both steadily 
improving. Disorientation as to person is still very 
marked. Visual and auditory hallucinations are 
still present. The patient confabulates readily. Re- 
cent memory continues to improve. She still can 
multiply single digits. Paranoid ideation is still 
present. There are now some clang-associations. 

Fifth hour: blood bromide level, 50. Spinal 
fluid bromide level, 116, Speech is clearer now but 
there is still some slight evidence of slurring. Ori- 
entation as to place and time are still fair. Dis- 
orientation to person is still marked. Auditory and 
visual hallucinations are still present. The patient 
still confabulates readily. Recent memory up to 
approximately 3 weeks prior to admission is good. 
She can remember nothing in the past 3 or 4 weeks 
in any logical, orderly way. She can do simple 
sums including addition of large digits. She can- 
not do the hundred minus seven test. Paranoid 
ideation is still present. Clang-associations are still 
present. At the end of the fifth hour, the blood 
bromide level was 36 mg. %. 

Twenty-four hours after the kidney run: Blood 
bromide level, 58 mg. %. Spinal fluid bromide level, 
24. Speech has cleared almost completely. Orien- 
tation as to person is improving. She still has 
auditory and visual hallucinations, more marked 
in the evening. She still confabulates rather readily. 
Recent memory remains the same. Mathematical 
ability remains the same. There is still some para- 
noid ideation and clang-associations. 

Forty-eight hours after the kidney run: blood 
bromide level, 56 mg. %. Mental status is essen- 
tially the same as the day before. 

Seventy-two hours after the kidney run: no 


= 


bromide levels obtainable. Speech is clear. She is 
oriented in all 3 spheres. There is no evidence of 
delusions or hallucinations. Except for 3 to 4 weeks 
prior to admission, her recent memory is intact. 
She does not confabulate. She is able to do mathe- 
matical problems with ease and consistently with 
her level of intelligence. 

It is not our purpose to go into a detailed study 
of the personality of this patient. She was an alco- 
holic of some 20 years’ duration. She had stopped 
drinking one year prior to admission and joined 
Alcoholics Anonymous. She was a person who 
strove for acceptance on a social and intellectual 
level and also had difficulty handling responsibility. 
We diagnosed her as a _ passive-dependent per- 
sonality. 

As far as we know, this is the second case of 
bromide intoxication that has undergone hemodialy- 
sis. Admittedly one cannot draw conclusions from 
one case successfully treated. However with the 
high blood level present in this patient and the 
known morbidity and possible mortality with such 
a level, rapid removal of bromide ion by hemodialy- 
sis seems to merit further consideration. 
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PSYCHOSIS DUE TO QUINIDINE INTOXICATION 
JAIME QUINTANILLA, M.D." ? 


In the case here reported a disturbance 
resembling a schizophrenic reaction was at- 
tributed to the administration of quinidine. 


A 40-year-old white woman was admitted to the 
Wilkes-Barre general hospital November 23, 1956, 
with a diagnosis of paroxismal auricular tachy- 
cardia. 

The patient was almost blind. She began to lose 
her vision during her first pregnancy. During her 
second pregnancy it was further impaired and the 
defect has progressed steadily over the past 17 
years. She made a good personal adjustment and 
has done her housework without any serious diffi- 
culty. She had, however, much trouble with her 


1 Address: Childrens Service Center of Wy- 
oming Valley, 335 South Franklin St., Wilkes- 
Jarre, Pa. 

2 The author is indebted to J. Franklin Robinson, 
M.D., for his advice in the preparation of this 
paper. 


husband, a beer distributor. He was unsympathetic 
and intoxicated too often. He frequently became 
angry with his wife and would not talk to her for 
days at a time. She considered this attitude tor- 
turing because she had learned to recognize people 
mainly by their voice. 

Four and again 2 years ago, the patient had 
attacks of paroxismal auricular tachycardia, Dur- 
ing the intervals there were briefer paroxismal at- 
tacks, in which she obtained relief by taking a 
small amount of whiskey or by lying on her left 
Emotional tension due to marital friction 
was a precipitating factor in each of the major 
attacks. 

At the onset of the episode here reported, she 
was rushed to hospital. Chief complaints were 
palpitation and pain in the left chest radiating to 
the left arm. Heart rate was 200; blood pressure 
90/60. EKG showed a ventricular rate of 210. The 
tracing was indicative of myocardial disease, Ex- 
amination of the optic fundi revealed bilateral optic 
atrophy. 
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Treatment began on the day of admission with a 
stat dose of quinidine (0.4 grm.). The following 
day quinidine was given regularly 0.2 grams every 
3 hours. The cardiac rhythm returned to normal 
in 24 hours. The second day at 1 a.m. it was re- 
ported that she had been restless, noisy, and moan- 
ing. She continued to receive quinidine and on 
the third day at 10 p.m., she became disturbed. At 
this hour she received her last dose of quinidine. 
She shouted at other patients, “they don’t believe 
I am blind.” She thought there was a strong light 
shining on her because she could feel the heat. She 
thought the nurses had given her a certain medi- 
cine instead of the water she had requested, that 
the doctors and nurses were against her, and wanted 
to send her to an “insane asylum.” She could hear 
somebody whispering, “she can see, she is just 
pretending.” She thought there was some drinking 
going on in the ward because she had heard the 
sound of glasses and thought someone had said 
to her, “have a beer.” She was most actively dis- 
turbed during the early morning hours. At 6 a.m. 
proclorperazine was started with doses of 5 mgm. 
4 times a day. The disturbance terminated the 
same morning. After confusion had cleared, she 
could recall vividly the events of the previous night 
which, smiling, she referred to as “silly.” She was 
discharged 2 days later and has continued to do 
well. 


Comments.—The patient was tested for 
idiosyncrasy to quinidine with doses of 0.4 


grams to which she showed no abnormal re- 
action. It was then given regularly. After 
24 hours, the heart rate had returned to 
normal. It was when the patient was doing 
well from the point of view of the circulatory 
system that the psychosis appeared. Quin- 


idine had been continued until the first 
psychotic symptoms were detected. It was 
then reasonable to assume that the toxic re- 
action was due to the quinidine medication. 
This conclusion was confirmed when the 
patient improved following withdrawal of 
the drug. Because of the rapid excretion of 
quinidine, the psychotic episode lasted only 
8 hours. 

In comparing this case with the psychoses 
produced experimentally in normal subjects 
with LSD-25 and mescaline(1, 2, 3) one 
finds the toxic phenomena to be similar ex- 
cept that in the patient here reported audi- 
tory hallucinations were predominant and 
visual hallucinations were absent. This 
might be due to the patient’s visual impair- 
ment or may be a specific manifestation of 
quinidine. As in mescaline psychosis(3) the 
content of the patient’s hallucinatory phe- 
nomena had a close correlation with topics 
of significance in her life, her blindness, and 
her husband’s drinking, and his attitude to- 
ward her. 
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AN UNUSUAL DEATH ASSOCIATED WITH TRANOQUILIZER 
THERAPY 


PAUL E. FELDMAN, M.D.! 


This report is prompted by Wardell’s re- 
view(1) of 3 deaths in the course of reser- 
pine therapy wherein he suggests that there 
may be a relationship between these deaths 
and tranquilizer therapy. Wardell implies 
that a result of this therapy may be a pre- 
disposition towards a pneumonic process and 
a diminution of air-passageway defenses. 

Medical morbidity statistics do not at pres- 
ent indicate that there has been an increased 
incidence of pneumonic processes since the 
introduction of the tranquilizers, but indi- 
vidual clinicians are impressed by the dimi- 

1 Address: Director of Research and Education, 
Topeka State Hospital, Topeka, Kan. 


nution of the cough reflex and the frequent 
appearance of atypical manifestations of 
pneumonic processes in tranquilized patients. 

The following case history suggests that in 
this particular instance there was a cata- 
strophic failure of the airway defenses to re- 
spond to the presence of foreign material 
in the trachea. 


Case History—A 28-year-old white, schizo- 
phrenic male, hospitalized since 1950. Prefrontal 
lobotomy in 1950 following a prolonged period of 
aggressive and destructive behavior. EEG. follow- 
ing lobotomy was suggestive of diffuse brain dis- 
ease and Dilantin was prescribed. EEG. in 1952 
was consistent with seizure discharge activity over 
the left hemisphere. 
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Dilantin was discontinued in 1953 and a week 
later the patient had an episode lasting 15 minutes 
characterized by pallor, tachycardia and loss of 
contact with the environment. EEG. showed spike 
discharges from both frontal regions. 

Patient was placed upon tranquilizer therapy with 
a phenothiazine drug during Sept. 1956, and the 
dosage was gradually raised to 2,000 mg/day by 
Dec. 1956. Five days after this level was reached 
the patient experienced what was described by 
nursing personnel as a grand-mal seizure. He was 
placed upon Dilantin and remained seizure-free 
thereafter. 

Nineteen days later, following breakfast, the pa- 
tient suddenly and without aura or premonition, 
fell to the floor, vomited and had a few “convul- 
sive-like movements.” A few minutes later he was 
pulseless and artificial respiration was ineffective. 
It is noteworthy that the person who reported the 
incident did not characterize this episode as a 
grand-mal seizure, but rather as some sort of vague, 
non-directed muscular movements which she called 
“convulsive-like movements.” It is my distinct im- 
pression that this was not a grand-mal seizure but 
rather extremely softened strangulatory movements. 

The pertinent autopsy findings were food par- 
ticles in the bronchi as well as in the larger and 
terminal alveoli (which were completely occluded). 
There was no histological evidence of a pneumonitis. 

Cause of Death.—Asphyxiation due to aspiration 
strangulation. 


Discussion.—Aspiration as a complication 
of a grand-mal seizure is not a rare phe- 
nomenon. It is my conviction, however, that 
this patient did not have a seizure, but rather 
a failure of the cough reflex as well as the 
air-passageway defenses so that the response 
to aspiration of food into the lungs was in- 
effective. 

The similarity between this death and 2 
of those reported by Wardell(1) is striking. 
If this is a newly noted complication of ata- 
raxic therapy, it would rank in clinical sig- 
nificance with such untoward effects as 
agranulocytic angina. If further reports simi- 
lar to this one are forthcoming, it will be 
necessary to consider the diminuation of the 
respiratory defenses as a major untoward 
effect of tranquilizer therapy. The relative 
importance of organic brain damage as a 
predisposing factor is unclear. 
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AN EARLY “TRANQUILLIZER” 


To obviate these evils [of the “straight waistcoat”] and at the same time to obtain 
all the benefits of coercion, I requested, by permission of the Sitting Managers of the 
Hospital, Mr. Benjamin Lindall, an ingenious cabinet-maker in this city to make for the 
benefit of the maniacal patients a strong armchair, with several appropriate peculiarities 
{various restraining devices for head, feet, arms and body, with bucket under seat] as 
noticed in the drawing which I have herewith sent you for your Museum. From its 
design and effects I have calied it a TRANQUILLIZER. 

—BENJAMIN Rusu, 


(A letter to John Redman Coxe, M. D., 1810) 
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Lewis(1) has made one of the infrequent 
statements that Thomas Sydenham (1624- 
1689) described hysteria in his Dissertatio 
E pistolaris issued in 1682. At the close of 
the last century, Joseph rank Payne, Syden- 
ham’s biographer(2), seemed startled at 
some of Sydenham’s observations. “With 
Sydenham’s exaggerated notion of the im- 
portance of hysteria, it was natural that he 
should carry his doctrine into extremes.” We 
will focus on this later. Whereas Payne had 
written previously, “When we look into his 
treatise, we find, however, that he had a 
very different notion of the disease from 
that of modern physicians,” he was correct 
from the viewpoint of medicine in the 1890's, 
and correct according to the interpretation 
in the present paper though in a different 
sense from what he intended. 

According to Payne, Sydenham believed 
hysteria to be the most common of all chronic 
diseases. Fevers comprised two-thirds of 
diseases, chronic illness the remaining third, 
and hysteria constituted one-half of chronic 
illness. “So that by this liberal estimate 
hysteria is responsible for one-sixth of all 
human maladies.” The percentages become 
somewhat confused when it is further ob- 
served that except for women leading “ro- 
bust” lives they are “rarely quite free from 
it.” 

In a recent scholarly paper, Veith(3) was 
impressed by Sydenham’s observations and a 
quotation from his writings is consistent with 
the points mentioned above, except for the 
statement that “fevers—taken with their ac- 
companiments—equal two-thirds of the num- 
ber of all chronic diseases taken together, 
so do hysterical complaints (or complaints 
so called) make one-half of the remaining 
third.” Despite the percentage discrepancies 
it is evident that Sydenham believed be en- 


1 Clinical assistant professor of psychiatry, State 
University of New York College of Medicine, New 
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countered hysterical disorders far oftener 
than was generally observed by physicians of 
his time. 

Sydenham encountered illness in “seden- 
tary or studious” men, which was similar to 
the hysteria of women(4). The diagnosis 
of hypochondriasis for them was compared 
to hysteria “as one egg is to another.” Payne 
accepted the view that Sydenham clearly 
recognized the occurrence of hysteria in men, 
and Sydenham has been specifically credited 
with this observation, although others had 
made it before him. 

Veith has written that the association with 
hypochondriasis or morbid preoccupation 
over physical health was not apparent in 
Sydenham’s time. This association was evi- 
dently credited to Jean Pierre Falret (1822). 
Furthermore, she was impressed by descrip- 
tions which appeared to be a composite of 
hysteria and depression. The variety of 
symptoms and reactions, however, including 
jealousy, suspicion, headache, and intestinal 
spasms, need not be limited to hysterical re- 
action types, according to present day evalua- 
tions, nor to depressive reactions, nor even 
to what have been called hysterical depres- 
sions. A clue to the true picture of that 
famous physician’s observations is probably 
indicated best by Payne’s comment, “Syden- 
ham’s pictures of the symptoms of hysteria 
in women, which have often been quoted, 
are vivid and true; though he says the 
symptoms are so numerous and proteiform 
that it would be impossible to enumerate 
them all.” There is little doubt, in these 
circumstances, that in dwelling essentially 
on the symptoms, and with limited diagnostic 
categories to which they were attached, the 
stress was bound to be placed on hysteria and 
hypochondriasis. The variety of symptoms 
and reactions would surely be connected now 
with many diagnostic categories in current 
use. These would range from the hysterical 
reactions to the obsessional and to their ad- 
mixtures in a variety of personality types, 
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and would encompass numerous schizo- 
phrenic reactions, especially those which have 
in recent years been designated unclassified, 
latent, ambulatory, or pseudo-neurotic. It 
would have been the more obvious and ex- 
treme forms of psychotic states which could 
have permitted separation from the hysterical 
patterns, and Sydenham was in a position to 
recognize the more malignant illnesses. The 
more recent complex diagnostic designations, 
often confusing and inviting frequent dif- 
ferences of opinions, have become based 
more and more on underlying dynamic per- 
sonality patterns in lieu of descriptive fea- 
tures. The point stressed now is that in 
terms of current evaluations, the rich array 
of symptoms noted by Sydenham served to 
credit him with a willingness to become 
aware of the widespread existence of psy- 
chological illness in general. 

To speak of somatization reactions is com- 
monplace today and it is unnecessary here 
to dwell on the current impact of what we 
choose to call psychosomatic medicine. 
Payne, however, writing more than 200 
years after Sydenham’s death, could not be 
as casual as many might be today. When 
he said that with Sydenham’s exaggerated 
notion of the importance of hysteria it was 
natural that the doctrine be carried to ex- 
tremes, he added, “He [Sydenham] thought 
this affection not only produced the symp- 
toms of disease, but set up actual organic 
disease.” This must indeed have been start- 
ling. Since Sydenham observed such wide- 
spread existence of psychologically involved 
symptomatology, he should be recognized 
for that very fact, aside from any credit due 
him for descriptions of what today would 
be accepted as specifically hysterical reac- 
tions. He appears then to have a more sig- 
nificant place in the history of psychological 
medicine. This fact is pertinent in relation 
to the contemporary scene when the high 
percentage of psychological affliction is 
brought into focus. Its frequency may have 
appeared high to Sydenham’s contempo- 
raries, and Payne was probably correct when 
he said Sydenham had a different notion 
from that of modern physicians, namely 
those practicing at the close of the nineteenth 
century. Today, however, the estimates of 
involvement of psychological problems and 
illness in the complaints of patients calling 


on their general physicians varies from 25% 
to 50% of cases and sometimes more. These 
figures surpass those of Sydenham, even 
when we view his observations from our 
vantage point as has been outlined. Many 
physicians today are undoubtedly no less 
surprised than were those in his time and in 
that of his biographer. 

Regarding 
what he 
writes, 


Sydenham’s explanation of 
called hysteria, his biographer 
“It all depends, he says, upon an 
ataxia or disturbance of the ‘animal spirits’, 
which, rushing down upon the various organs 
of the body, excite pain and spasm; and in 
short ‘create the proper symptoms of that 
part.’ 

“Now the word ‘animal spirits,’ ‘psychical 
pneuma,’ or ‘breath of the soul,’ as carefully 
defined by Galen, is almost precisely the 
equivalent of ‘nerve-force’ or ‘nervous 
energy,’ as used in modern books—phrases 
which, if more plausible on the one hand, are 
on the other hand, equally vague. 

“So that, interpreted in modern language, 
Sydenham’s explanation comes to this: that 
in hysteria there is a ‘disturbance of nervous 
energy’ or ‘disordered innervation’ which 
affects different parts of the body, producing 
functional disturbances which simulate or- 
ganic disease.” 

Payne reverted to Galen from Sydenham. 
ne may move from Sydenham to Freud 
(5). “Throughout life the ego remains the 
great reservoir from which libidinal cathexes 
are sent out on to objects and into which 
they are also once more withdrawn, like the 
pseudopodia of a body of protoplasm. .. . 
A characteristic of libido which is important 
in life is its motility, the ease with which it 
passes from one object to another. 
There can be no question that the libido 
has somatic sources, that it streams into the 
ego from various organs and parts of the 
body.” 

All stages in the history of medicine pos- 
sess familiar notes and familiar sounds. And 
every stage is indeed a peculiar admixture of 
fixation and growth. This applies to Syden- 
ham, to Freud, to those who came before, 
and to those who will appear in the future. 

Thomas Sydenham, described as the most 
outstanding clinician of the seventeenth cen- 
tury(6), idol of Herman Boerhaave(7), the 
inspiration of Benjamin Rush(8), and the 
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man acknowledged by the medical historian 2. Payne, J. F. Thomas Sydenham. New York: 
Singer(g) as the founder of modern clinical Longmans, Green & Co., 59s. 

medicine, holds also an important niche in 3. Veith, I. Bull. Eiiet. Med., 30: 233, May 1956. 
the history of psychiatry. He described 4. Latham, R. G. Works of Thomas Sydenham. 


‘ London: Sydenham Society, 1948. 

hysteria, recognized its existence in men as . 

-ll as women, but more important, he voiced 5. Freud, S. An Outline of Psychoanalysis. New 
his po York: W. W. Norton, 1949. 

1s awareness Of the very widespread’ exist- —_ 6, Major, R. H. A History of Medicine. Spring- 
ence of psychological illness during the  g¢eiq q11.: Charles C. Thomas, 1954. 
course of an active clinical practice of 7. Schneck, J. M. J. A. M. A,, 161: 1414, Aug. 
medicine. 4, 1956. 
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FIRST INTERVIEW 


. . . Besides, Sir, as you and I are in a manner perfect strangers to each other, it would 
not have been proper to let you into too many circumstances relating to myself all at 
once.—You must have a little patience . . . as you proceed farther with me, the slight 
acquaintance, which is now beginning betwixt us, will grow into familiarity; and that, 
unless one of us is in fault, will terminate in friendship—O diem praeclarum!—then 
nothing which has touched me will be thought trifling in its nature, or tedious in its 
telling . . . bear with me—and let me go on, and tell my story my own way:—Or 
if I should sometimes put on a fool’s cap with a bell to it, for a moment or two as we pass 
along,—don’t fly off—but rather courteously give m ecredit for a little more wisdom than 
appears upon my outside ;—and as we jog on, either laugh with me, or at me, or in short, 
do anything,—only keep your temper. 
—LAWRENCE STERNE, 
Tristam Shandy 


THINKING 


The area of consciousness is covered by layers of habitual thoughts, as a sea-beach 
is covered with wave-worn, rounded pebbles, shaped, smoothed and polished by long 
attrition against each other. . .. When we think we are thinking we are for the most 
part only listening to the sound of attrition between these inert elements of our intel- 
ligence. They shift their places a little, they change their relations to each other, they 
roll over and turn up new surfaces. Now and then a new fragment is cast among them 
to be worn and rounded and take its place with the others, but the pebbled floor of the 
consciousness is almost as stationary as the pavement of a city thoroughfare. 

—Ortver WeNvdELL 
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Editor, Tut AMERICAN JOURNAL oF Psy- 
CHIATRY : 

Sir: I note the fact that Austin Davies has 
served in his present dual position of Execu- 
tive Assistant to The American Psychiatric 
Association and Business Manager of The 
American Journal of Psychiatry for 25 years. 

During this period he has won the respect 
of the Fellows and members for the highly 
efficient manner in which he has carried on 
the manifold duties of his office. He has done 
much to assure the smooth running of our 
huge annual meetings, and to provide for the 
comfort and pleasure of members and guests 
who attend. Likewise, those who in their in- 
dividual or group activities within the or- 
ganization have had need for his advice or 
assistance have found his help invaluable. 

In a recent conversation with Mr. Davies 
I was keenly aware of his devotion to the 


Editor, AmMericAN JouRNAL or Psy- 
CHIATRY : 

Sir: This letter refers to C. W. Wahl’s 
article. “Some Antecedent Factors in the 
Family Histories of 568 Male Schizophrenics 
in the U. S. Navy,” which was published in 
September 1956 issue (Vol. 113, pp. 20!- 
210) of your JourNAL. I reviewed this 
paper for a research seminar held at the 
Columbus Psychiatric Institute, and, in so 
doing, a number of serious shortcomings of 
this study became evident: 

1. The author eliminates almost one-third 
(278 out of 846) of his case records “be- 
cause of incompleteness, vagueness or am- 
biguity.” It is quite possible, for example, 
that among those eliminated on_ these 
grounds, there is a disproportionately large 
number on whom data on overprotection 
and rejection are inadequate for the very 
reason that these parental attitudes played an 
insignificant role in the child’s development. 
The author at no time considers such a pos- 
sible selective bias in evaluating his statistical 
findings. 

2. The author acknowledges the difficul- 
ties inherent in his method of establishing 
in which cases severe overprotection or re- 
jection were present, but he apparently fails 
to employ even those safeguards that would 


CORRESPONDENCE 


AUSTIN M. DAVIES’ TWENTY-FIVE YEARS OF SERVICE 


STATISTICS CHALLENGED 


interests and welfare of the Association. This 
was illustrated, for one thing, by the thought- 
ful planning, several years in advance, for 
our future meeting places. 

In his personal contacts he has always been 
most kind and courteous and has done every- 
thing possible to insure our personal comfort. 
Those of us who have had close contact with 
him have developed an admiration for his 
skill and competency in handling the busi- 
ness of the Association and especially have 
we come to feel a warm and affectionate re- 
gard for him as a friend. 

As one of the oldest, possibly the oldest 
Fellow of The American Psychiatric As- 
sociation and also as the senior member of 
the editorial board of the JourNAL, it is a 
pleasure for me to pay my tribute to Austin 
Davies. 


W. R. D. 


have been available to him (e.g. checking 
on the reliability of the judgments and as- 
suring relative freedom from prejudice). 

3. Having no control group of his own, 
the author compares his findings primarily 
with data on 100,000 naval recruits at Bain- 
bridge, despite the fact that he himself points 
out that “this sample is not representative 
of the generality of Navy men,” and, by 
implication, of the group from which his 
schizophrenics come. He justifies this pro- 
cedure with the claim that “the large sampl- 
ings make comparison valuable,” not taking 
into account that the size of a sample can 
never diminish the shortcomings of inade- 
quate matching. 

4. Aside from the questionable relevance 
of comparisons between the 2 groups, it is 
incomprehensible how the author can imply 
that the difference between the 26% of his 
schizophrenics who are youngest children, 
and the 27% or 25% (as variously quoted in 
the text, pp. 202, and in the summary pp. 
209) of the Bainbridge group who are 
youngest children, supports his hypothesis 
that this sibling position is conducive to the 
development of schizophrenia. 

5. The author fails to test for statistical 
significance of differences, e.g. regarding his 
hypothesis that large family membership 
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favors the development of schizophrenia, 
where he finds that the average number of 
children in the families from which his 
schizophrenics come is 4.4 a8 compared to 
4.0 for those of the Bainbridge recruits. 
6. The author bases this hypothesis re- 
garding family size on the “unexpected” dif- 
ference he found in a previous study and 
again in this study between the national 
average for family size (2.2 children for 
families who have children) and the average 
number of children (4.1 and 4.4) in the 
families from which his schizophrenics come. 
The author’s hypothesis is not warranted 
because the differences are primarily to be 
explained in the following ways: (a) The 
average number of children in the family 
from which a given child comes is of neces- 
sity larger than the average number of 
children per family unit, because consider- 
ably more children come from the 50% of 
the families that are larger than average than 
from the 50% that are smaller than average. 
To illustrate this with a simple example, 
take 2 families, one with one child and one 
with 5 children. The average number of 
children per family unit (i.e. “national aver- 
age”) would in this case be 3.0. However, 
the average for the number of children in 
their family from which each of these 6 
children comes, would be 4.33. It is clear 
that the average number of children in the 
family from which the schizophrenic popu- 
lation stems cannot be compared to the na- 
tional average of number of children per 
family unit. (b) Even if comparable figures 
are used, the national average for number 
of children per family unit would be smaller 


Editor, Tue AMERICAN JOURNAL oF Psy- 
CHIATRY : 


Sir: Thank you for sending me the letter 
from Dr. R. Kaelbling which raises certain 
criticisms in regard to my article, “Some 
Antecedent Factors in the Family Histories 
of 568 Male Schizophrenics in the U. S. 
Navy.” Let me respond to his criticisms 
in the order in which he raises them. 

1. It is implied that the rejected cases were 
liscarded from the working sample for fail- 
ing to state specifically information regard- 
ing the nature and quality of the patient’s 
parental relationships. Such was not the case. 
Indeed, it is obvious that such a study as this 


REPLY TO THE FOREGOING 


than the average number of children per 
family in which at least one child has already 
reached maturity, because the former group 
also contains families who have fewer chil- 
dren by reason of being more newly estab- 
lished. 

7. A check of the author’s figures reveal 
arithmetical errors in Tables 1 and 2. 

8. The author apparently arrives at his 
figure of only 8.4% of the schizoprenic pa- 
tients having experienced neither parental 
overprotection and/or rejection, or parental 
loss, by subtracting from 100% the 50.3% 
who experienced the former and the 41.4% 
who suffered the latter without taking into 
account the overlap group of 13% who are 
included in both groups. The corrected 
figure, after making the necessary adjust- 
ment for the overlap group, would be 21.3%. 

g. The author states on p. 206: “Among 
the 100,000 random Bainbridge recruits 12% 
had lost a father by death prior to recruit- 
ment, 7% a mother, and 11.4% (sic!) had 
lost one or both parents by separation, di- 
vorce, or death prior to induction.” It is self- 
evident that all of these figures cannot be 
correct. If 12% liad lost a father by death, 
then the percentage including in addition to 
these also all those who had lost a mother by 
death, and those who lost one or both parents 
by separation or divorce, must be consider- 
ably higher than 11.4. 

It thus becomes clear that the author’s 
conclusions are not, as he implies, supported 
by the actual data he presents. 


Rupo_r M. D., 
Columbus, Ohio. 


one could only be possible when one has 
access to a large number of cases, systemati- 
cally and uniformly studied, and utilizing 
a required and standardized psychiatric 
workup. These conditions were all met in 
the medical department of the U. S. Navy. 
Detailed inquiry into the parental antecedents 
is a standard inclusion both in the psychi- 
atric and social services anamnesis at any 
Naval facility. The “incompleteness, vague- 
ness, and ambiguity” alluded to referred al- 
most exclusively to an absence of an item 
of vital statistics rather than to so essential 
an omission as the description of basic par- 
ental attitudes. 
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2. As the paper makes clear, the delinea- 
tion of parental attitudes is at best a subjec- 
tive judgment, even though this subjectivity 
can be reduced by making any such judgment 
by enumeration in comparison with a set of 
standard criteria of these attitudes. The 
multiplication of judges does not decrease 
this subjectivity in scientific work, and | am 
not convinced, as apparently is this corre- 
spondent, that the difficulties inherent in 
subjective evaluation of such factors are 
obviated by such a multiplication of the 
judges. 

3. The concept of the “control group” is 
one of the most abused and misunderstood 
in scientific work. It has become a kind of 
sacred shibboleth to be invoked by the faith- 
ful. It seems obvious that in any study of a 
large population evincing a complex syn- 
drome, it is simply not possible to compound 
a control group of comparable heterogeneity 
or one controlled for all the significant vari- 
ables. The text of the paper makes it quite 
clear that it was not my intent to infer that 
comparison with 100,000 random Bainbridge 
recruits constituted a controlled comparison, 
but rather that the large sample made such 
a comparison valuable. The most valuable 
comparison is to data giving such incidence 
figures for the general population, which 
were obtained from the quoted sources. Even 
this by no stretch of the imagination could 
be called a “control group.” I would ask 
this correspondent to consider just what fac- 
tors he would control in the study of a group 
of this nature. 

4. Ultimate and penultimate placement in 
the sibling hierarchy (and these seemed to 
have similar dynamic features) constituted 
38% of the sample. Comparison of this 
datum with the incidence of such placements 
in the Bainbridge group does not support the 
conclusion that this factor is a_ highly 
ubiquitous or significant one. In individual 
cases, however, this factor was frequently 
operative, and the possible dynamic interpre- 
tations adduced are clearly outlined as hav- 
ing been motivated by a clinical rather than a 
statistical impression. 

5. The Bainbridge data were not obtain- 
able in such a form as to permit the calcula- 
tion of a test of the significance of the dif- 
ference between the groups. 

6. The point made in (a) is in principle 
true; i.e., any small random sample will tend 
to produce a somewhat larger family size 


than the national average, since the prob- 
ability is greater in such a group of en- 
countering more members of larger families 
than small families. But the example is un- 
fortunate, because the correspondent does 
not take into account the fact that in order 
to produce the wide discrepancies which he 
produces in his example of a series of two, 
one has to enumerate children from the same 
family several times. The average of 3.0 and 
4.33 are obtained from exactly the same uni- 
verse (the entire population of both fami- 
lies). None of the schizophrenics in this 
study were siblings. Moreover, the difference 
which the correspondent adduces from a 
series of two families becomes negligible in 
a large sampling, as was this patient popula- 
tion and the national average cited. 

As for (b), L agree with the correspondent 
that this is a source of statistical error. How- 
ever, the effect of this factor would be a 
negligible one, and the marked differences 
between the average families’ size in the 2 
schizophrenic groups and the national aver- 
age are so striking that it seems probable to 
me that this is a significant datum, even 
though there are acknowledged sources of 
statistical and artifactive error. 

7. The arithmetical discrepancies which 
the correspondent noted are due to the fact 
that the percentage figures were computed 
only to the nearest tenth. This follows the 
general custom in statistical reporting. 

8. The error that the correspondent indi- 
cates is an indubitable one, and is a regret- 
table oversight. The point made, however, is 
not vitiated. Even by this amended figure, 
approximately four-fifths of the patients 
had experienced antecedent pathological par- 
ental relationships or parental loss. 

g. The inclusion of the words “or death” 
after the comma in the sentence quoted is 
an erratum. The should read, 
“Among 100,000 random Bainbridge recruits 
12% had lost the father by death prior to 
enlistment, 7% a mother, and 11.4% had lost 
one or both parents by separation or divorce 
prior to induction.” 

I wish to thank Dr. Kaelbling for his 
helpful criticisms. I do not feel, however, 
that they in any particular invalidate the 
general conclusions which were drawn from 
the data. 


sentence 


C. W. Want, M.D., 
Los Angeles, Calif. 
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COMMENT 


OUR BUSINESS MANAGER 


When the present editorial service * began 
its duties in 1931 The American Psychiatric 
Association had no permanent headquarters. 
Business was transacted at the annual meet- 
ing and at interim meetings of Council or 
Executive Committees but there was no 
administrative officer continuing on duty 
throughout the year and from one adminis- 
tration to the next, and no central repository 
for the preservation of records ; and although 
the business proceedings of the Association 
have been published each year, considerable 
valuable material relating to the earlier 
years has been lost. 

At the annual meeting in 1932 President 
Wm. L. Russell brought before the mem- 
bership the need of a permanent office and 
the appointment of an executive assistant 
who would also become the business man- 
ager of the American Journal of Psychiatry 
and take over many of the duties of the 
secretary and treasurer of the Association. 

By a happy coincidence Mr. Austin M. 
Davies, a Ph. B. from Brown University 
and whose experience especially qualified 
him for the position, became available and 
was appointed to assume his duties Oct. 1, 
1932 on the eve of his thirty-second birth- 
day. 

He was not unacquainted with psychiatric 
matters. Being the son of a clergyman it 
was not unnatural that he would have to 
help himself through college, and to do this 
one of the positions he held was that of an 
attendant on week-ends at Butler Hospital 
where he served for 3 years. This experi- 
ence plus the influence of his brother, Dr. 
Stanley P. Davies of the State Charities Aid 
Association and author of a book on mental 
deficiency, prompted Austin Davies to write 
his graduation thesis at Brown University on 
the subject: The Relationship of the Public 
to the Problem of Mental Illness. Little could 
he have thought at that time that the best 


1Only four of the present members of the edi- 
torial board were on duty at that time. The others 
are later appointees. 
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energies of his life would be devoted to the 
interests of the mentally ill and to the great 
American agency organized in their behalf : 

When Mr. Davies entered upon his duties 
the question of budget for this new de- 
parture was embarassing and as a temporary 
measure the National Committee for Mental 
Hygiene most generously provided office 
space rent free. Under this kind patronage 
we continued for 5 years. 

By 1937 Mr. Davies felt that the organi- 
zation should be able to stand on its own feet 
and, strongly supported by Dr. Clarence 
Cheney, recommended to Council the estab- 
lishment of a separate head office to be main- 
tained with the Association’s own funds. 
Space was secured in the Academy of Medi- 
cine, 2 East 103rd Street. This was our 
headquarters for another 5 years when it 
was removed to Rockefeller Center where it 
has since remained. 

It is interesting at this point to consider 
some figures covering the period since Aus- 
tin Davies became executive assistant and 
business manager of the JourNAL. The total 
membership of the Association in October 
1932 was 1,416. Today it is close to 10,000— 
not that Mr. Davies can be held responsible 
for this hypertrophy. For another bit of 
statistics however he may properly be given 
credit. The first issue of the JourNAL dur- 
ing his regime (Nov. 1932) contained 8 
pages of advertising (17 private sanitaria 
and 1 commercial advertisement). In the 
March, 1957 issue there are 35 pages of ad- 
vertising (22 private sanitaria and 24 com- 
mercials). 

One of the major tasks of the new busi- 
ness manager was to increase the income of 
the JournaL both by augmenting the paid 
subscription list and by increasing the reve- 
nue from advertising. Twenty-five years ago 
there were 1,022 non-membership subscribers 
and the paid subscriptions amounted to 
$5,000. Today, despite several increases in 
rates the income from paid subscriptions 
amounts to $24,300 (2,500 subscribers). 
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From advertising the revenue has risen from 
$336.24 in 1932 to $40,860 in 1956. A few 
years ago it was necessary to engage the 
services of an advertising agency as Mr. 
Davies’ multiplying responsibilities made it 
quite impossible for him to give the neces- 


sary time to the selling of advertising. He 
engaged Mr. Steven K. Herlitz of the Medi- 
cal Publications Bureau for that special pur- 
pose and the collaboration thus established 
has more than paid for itself. Advertising 
income for 1957 is estimated at $50,000 ; sub- 
scription revenue at $25,000. 

The financial transactions of the Associa- 
tion and the JouRNAL are handled in Mr. 
Davies’ office. The annual budget has 
reached the present round sum of $800,000. 
He is responsible for all disbursements au- 
thorized by the budget committee and signs 
all cheques. Previous to 1944 one officer 
served as both secretary and treasurer. 
When the executive assistant took over he 
assumed the great bulk of the duties of this 
double office and has carried a substantial 
share of them ever since. 

One of our executive assistant’s heaviest 
responsibilities is planning for the annual 
meeting. He has traveled the country over 
to locate cities that can offer suitable hotel 
accommodation for our ever-growing organi- 
zation. He has intimate acquaintance with 
some 200 hotels across the land, and his 
travel for all purposes in the service of the 
Association approximates 25,000 miles a 
year. The ease with which, in collaboration 
with the local committee on arrangements, 
he takes care of our huge meetings with their 
multifarious activities is something to take 
note of. It is almost necessary for him to be 
in several places at the same time, and he 
almost does it. 


Anyone who has had occasion to visit Mr. 
Davies’ office in New York will be aware of 
the great diversity of the calls upon his time 
—personal interviews, enquiries concerning 
the several kinds of insurance he has ar- 
ranged for members, requests for advice in a 
variety of problems including referrals to 
hospitals and private physicians. His desk 
has become a general information bureau. 
His long acquaintance with the many health 
and welfare agencies located in or having 
headquarters in New York, as well as with 
hospitals and clinics elsewhere makes it pos- 
sible for him to answer telephone enquiries 
often with surprising facility, supplying the 
information desired. In his relations with 
individual members who have sought his help 
there has been much more than the mere per- 
formance of official duties ; there has been a 
personal and friendly interest that has en- 
deared him to all who have had occasion to 
call upon him. 

The 1938 meeting of the Association in 
San Francisco—the first on the West coast— 

as noteworthy. Mr. Davies had arranged 
a sight-seeing tour, going by the southern 
route and returning by the northern, in con- 
nection with this meeting. It was altogether 
a delightful and memorable occasion, the 
stimulus of which in the West resulted the 
following year in 100 applications for mem- 
berships from the State of California alone. 

The writer did not need 25 years to ap- 
preciate the value of Austin Davies’ services 
to the Association, and particularly as busi- 
ness manager of the JourNAL. From the 
first his efficiency, dependability and loyal 
collaboration have not only lightened ma- 
terially the editorial load but have made for 
a happy working association that I do not 
think could have been improved. It has been 
a pleasure for me to work with him. 


B. FP. 


DIE REINE VERNUNFT 


I do not belong to the amiable group of “men of compromise.” I am in the habit of 
giving candid and straightforward expression to the convictions which a half-century of 
serious and laborious study has led me to form. If I seem to you an iconoclast, I pray 
you to remember that the victory of pure reason over superstition will not be achieved 


without a tremendous struggle. 


—FEanst HagcKxer 
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Memoria in ZURICH FoR ADoLF Meyer. 
—A few students and associates of Adolf 
Meyer have undertaken to place a small 
tablet on the house where he was born in 
Niederweningen, Switzerland, and a larger 
plaque in the Burgholzli Hospital, Zirich, 
where he worked with Auguste Forel. 

Appropriate services will be held some 
time during the meetings of the International 
Psychiatric Congress at Zurich early in Sep- 
tember of 1957, with Prof. Manfred Bleuler 
presiding. 

The cost has been guaranteed by the un- 
dersigned committee, but if others associated 
with Dr. Meyer would like to contribute to 
this undertaking, such donations would be 
welcomed. Since the cost will not be great, 
only token contributions need be considered. 
If the total received exceeds the amount 
necessary, the excess will be turned over to 
some agency for a purpose deemed appropri- 
ate by the committee. 


Sir David Henderson 

Miss Eunice Winters 

Dr. Oskar Diethelm 

Dr. D. Ewen Cameron 

Dr. Alexander Leighton 

Dr. Paul Lemkau 

Dr. Wendell Munice, Secretary 


Prof. Manfred Bleuler of the Burghdlzli 
Hospital has notified the Committee concern- 
ing the arrangements for the ceremonies for 
the presentation of the memorial plaque for 
Dr. Meyer. The service will be held in the 
auditorium on the afternoon of Thursday, 
September 5. This is a free time for visiting 
clinics, and will not inierfere with the pro- 
gram of the International Psychiatric Con- 
gress. Dr. Bleuler will preside at the cere- 
monies and brief comments will be made 
by Dr. David Henderson, who was Dr. 
Meyer’s first chief resident physician at the 
Phipps Psychiatric Clinic at its opening in 
1913; Dr. Oskar Diethelm, who is Swiss 
born, and was one of Dr. Meyer’s young 
associate professors at the Phipps; and Dr. 
Oscar Forel, a family friend and a son of 
Dr. Auguste Forel, with whom Dr. Meyer 
worked in his student years in Ziirich. 
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Dr. Bleuler suggests that, since the audi- 
torium holds only 120, visiting American 
psychiatrists and all friends and pupils of 
Dr. Meyer from other countries would be 
given preference in the seating and that they 
should register their wishes about this on 
arrival at the Congress. Dr. D. Ewen 
Cameron, who once worked with Dr. Meyer 
and is a past-president of the American 
Psychiatric Association, has been designated 
by the executive committee to represent the 
Association at the ceremonies. 


LATIN AMERICAN PsyCHIATRY AND Psy- 
CHOTHERAPY.—During August, 1956, two 
important congresses took place in Buenos 
Aires, Argentina: the First Latin-American 
Psychoanalytical Congress, and the Second 
Hispano-American Medical Psychological 
Congress. 

The Psychoanalytical Congress was pre- 
sided over by Dr. Garma, who was princi- 
pally responsible for its organization. The 
Medical Psychological Congress was organ- 
ized mainly by Dr. Rascovsky. Both Con- 
gresses were notable for the scientific value 
of the papers presented and because of the 
well-known personalities who attended them. 
The Psychoanalytical Congress brought to- 
gether most of the qualified psychoanalysts 
of the Spanish-speaking world, among them 
Drs. Matte, Whiting, Davanzo (Chile) ; Drs. 
Marcondes, Soares, Oliveira, Leite Yhan 
(Brazil) ; Dr. Sorhegui (Cuba) ; Drs. Por- 
tillo, Blaise (Spain) ; and Dr. M. Manrique 
(New York), who lectured by invitation in 
several countries. 

At the Medical-Psychological Congress, 
Dr. Hans Selye, Montreal, Dr. Seymour J. 
Gray, Boston, Dr. A. Seguin, Peru, and 
many others presented papers and partici- 
pated in round-table discussions. 

Other activities in Latin America are: 
Columbia: “Group of Psychoanalytic Stud- 
ies” has been organized by Drs. Socarras, 
Lizarazo, and Meluk. Peru: the distinguished 
Prof. Delgado is publishing the Revista de 
Neuro-Psiquiatria. Chile: Prof. Matte has 
just published two important books. Argen- 
tina: Drs. Garma, Rascovsky and Pichon- 
Riviere are among the teachers of the Argen- 
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tinian Psychoanalytic Association, the largest 
psychoanalytical group in Spanish-speaking 
countries. Brazil: Dr. E. Mira is engaged 
in teaching and has published the textbook, 
Psiquiatria, which deserves high praise. 
Venezuela: Dr. Quintero Muro has been ap- 
pointed director of mental hygiene. 


New York State INstiruTe ON Cor- 
RECTIONAL PsyCHIATRY.—Commissioner 
Paul H. Hoch and Correction Commissioner 
Thomas J. McHugh announce a joint insti- 
tute on correctional psychiatry and group 
counseling, to be held by the New York State 
Departments of Mental Hygiene and Correc- 
tion at Hudson River State Hospital, Pough- 
keepsie, May 20-24, 1957. 

The institute, the first of its kind to be 
held in the state, will investigate theories of 
criminal responsibility, preservation of in- 
mates’ confidence, the function of special 
examinations, correct use of observation, and 
the role of psychiatric diagnosis in modern 
correctional study and rehabilitation. 

Principal speakers at the week-long con- 
ference will be Dr. Winfred Overholser, St. 
Elizabeths Hospital, Washington, D. C.; Dr. 
Manfred Guttmacher, Medical Service, Su- 
preme Bench of Baltimore, Md.; and Dr. 
Henry A. Davidson, Essex County Hospital, 
Cedar Grove, N. J. 


Woops ScHoo. Sprinc ConrereNnce.— 
Vocational training and rehabilitation of the 
mentally and physically handicapped will be 
the concern of psychiatrists, social workers, 
psychologists, and educators meeting in Chi- 


cago, May 10-11, 1957, for the annual 
Woods School (Langhorne, Pa.) spring con- 
ference. The meeting is being held in col- 
laboration with the Dr. Julian D. Levinson 
Research Foundation for Mentally Retarded 
Children, and admission by invitation may 
be secured by writing The Woods School, 
Langhorne, Pa. 
TEACHING AND IMPLEMENTATION OF 
Psycuiatric-MENTAL HeaLtH NursINo. 
—A workshop on the teaching and imple- 
mentation of psychiatric-mental health nurs- 
ing will be held at The Catholic University 
of America, June 14-25, 1957. Under the 
direction of Margery E. Drake and Mary M. 
Redmond, of the Catholic University of 


America School of Nursing Education fac- 
ulty, the workshop will concentrate on the 
planning and development of educational and 
service programs in the area of psychiatry 
and mental health. 

Application should be made to: Director 
of Workshops, The Catholic University of 
America, Washington 17, D. C. 

REHABILITATION CONVENTION.—The 
joint convention of the American Associa- 
tion of Rehabilitation Therapists, the Associ- 
ation for Physical and Mental Rehabilita- 
tion, and the Association of Medical Direc- 
tors and Coordinators will be held at the 
Conrad Hilton Hotel, Chicago, July 7 to 12, 
1957- 

TRAINING IN Psycuiatric Nursinc.— 
How psychiatric nursing is taught, and how 
it ought to be taught in undergraduate pro- 
grams in collegiate schools of nursing, is the 
subject of a study recently launched under 
the auspices of the National League For 
Nursing, according to an announcement by 
Anna Fillmore, general director of the 
N.L.N. 

Initiated by a grant of $12,420 from the 
National Institute of Mental Health, this 
project, the first of its kind, is expected to ex- 
tend through 24 years at a cost of approxi- 
mately $100,000, Five regional conferences 
are projected, and a summary national con- 
ference of experts in psychiatric nursing 
education. Their findings will be published 
in a report now scheduled for 1959. 

Participating in the study conferences will 
be a wide cross-section of psychiatric nurse 
specialists, social scientists, psychiatric nurse 
educators, and nurse specialists in all clinical 
areas of the undergraduate curriculum. 

For further information write: Director, 
National League For Nursing, 2 Park Ave., 
New York 16. N. Y. 

UNIversity or MINNESOTA ALCOHOLISM 
SyMPposiIuM.—The Minnesota Department 
of Health and the University of Minnesota 
announce a symposium on alcoholism for 
physicians, to be held at the Center for 
Continuation Study, University of Minne- 
sota, May 23-24, 1957. 

Speakers will include Dr. Lorant Forizs, 
medical director of the Florida Alcoholic Re- 
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habilitation Program; Dr. R. Gordon Bell, 
director of the Bell Clinic, Willowdale, On- 
tario; Dr. Vernelle Fox, medical director of 
the Georgian Clinic, Atlanta, Ga. ; Drs. Nel- 
son J. Bradley and Lloyd Smith of the Will- 
mar State Hospital, Minn.; and Dr. K. W. 
Douglas, superintendent of the Sandstone 
State Hospital, Minn. 

The conference is open to all physicians, 
but attendance will be limited to provide 
ample opportunity for group discussion. The 
registration fee for the course is $5. For 
applications write: Center for Continuation 
Study, Univ. of Minn., Minneapolis 14, 
Minn. 


EasterN Psycuiatric Researcu As- 
SOCIATION.—The &th scientific meeting of 
the Eastern Psychiatric Research Associa- 
tion was held April 11, 1957, at Bellevue 
Hospital, New York. The program consisted 
of a film, “The Metabolic Insufficiency Syn- 
drome,” and an address by Dr. Angus 
Bowes, St. Anne’s Hospital, Quebec, on 
“The Psychopathology of the Hi-Fi Addict.” 
Discussants of Dr. Bowes paper were Dr. 
Merrill Moore, Boston, and Dr. Ferruccio 
A. de Cori, New York City. 


Two New Mentav Hyciene INstiru- 
TIONS FOR New York Ciry.—Governor 
Harriman has recently announced that the 
sites have been chosen for 2 new mental 
hygiene institutions to be built in New York 
City. One 3,000-bed hospital will be con- 
structed in Staten Island, and a new type of 
school for mentally retarded adolescents will 
be located in Brooklyn. 

The Brooklyn school will carry out a pro- 
posal made by Governor Harriman last year, 
on the recommendation of Dr. Paul H. Hoch, 
Commissioner of Mental Hygiene, for an 
institution to take care of a special group of 
patients, whe now constitute a problem in 
the state schools for the retarded, and who 
need more intensive psychiatric care and 
vocational training. Cost of this school is 
estimated at 15 millions. 

The school will be designated for 600 male 
and female patients, generally in the age 
group under 21, with a relatively small num- 
ber under 16 years. 


JOURNAL OF INDIVIDUAL PsycHOLoGy.— 
H. L. Ansbacher, editor, announces that the 
Journal of Individual Psychology, a publica- 
tion of the American Society of Adlerian 
Psychology, Inc., formerly known as The 
American Journal of Individual Psychol- 
ogy, has broadened its editorial policy. Ac- 
cording to the new policy, “the Journal 
is seen as the medium of expression of those 
in psychology and related fields who are in- 
terested in a holistic, teleological, phenome- 
nological, and socially oriented approach, 
based on the assumptions of an active crea- 
tive self, an open dynamic system of moti- 
vation, and an innate potentiality for social 
living.” 

The May issue, the first under the new 
policy, contains papers by Hadley Cantril, 
Albert Ellis, Ruth Hartley, Clark Mousta- 
kas, and Edmund Sinnott, among others, and 
a heretofore untranslated paper by Alfred 
Adler, dated 1937, the year of his death. 

Requests for sample copies and all other 
communications are to be addressed to Dr. 
H. L. Ansbacher, editor, University of Ver- 
mont, Burlington, Vt. 


OntTARIO HospitaL FoR MENTALLY ILL 
CHILDREN.—Canada’s first mental hospital 
entirely devoted to the care and treatment 
of mentally ill children, will be established 
at Thistletown in Metropolitan Toronto, on 
a g2-acre site which has been acquired from 
Toronto’s Hospital For Sick Children. 

Health Minister Phillips has described 
the new centre as designed strictly for men- 
tally ill, or psychotic children, and not for 
mentally defective or mentally retarded 
children. The Thistletown hospital was con- 
structed in 1928 and has a capacity of 115 
beds. 

CuiLprens Hosprra, Society or Los 
ANGELES.—The Childrens Hospital of Los 
Angeles and Child Guidance Clinic of Los 
Angeles will hold their annual workshop on 
special pediatric-psychiatric problems in the 
Childrens Hospital, 4572 Sunset Boulevard, 
Los Angeles, May 28, 29, 1957. Hale F. 
Shirley, M. D., of the child psychiatry clinic, 
Stanford University Hospitals, will lead the 
discussions and workshops. Members of 
Childrens Hospital and Child Guidance 
Clinic staffs, as well as distinguished guests 
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outstanding in their fields, will participate. 
The 2-day program will include a review of 
problems of developmental crises, psycho- 
somatic problems, some special problems of 
adolescence, atypical children, and “brain 
damaged” children. 

The fee for the series is $10 payable to 
Childrens Hospital Society, and to be mailed 
to the office of the medical director, Chil- 
drens Hospital, 4614 Sunset Boulevard, Los 
Angeles 27, Cal. 


Sanpor Rapo Lecrures.—Thomas M. 
French, associate director of the Chicago 
Psychoanalytic Institute, delivered the second 
Sandor Rado Lectures at the College of 
Physicians and Surgeons, Columbia Univer- 
sity, on February 15 and 16, 1957. The 
titles of his lectures were: “Analysis of the 
Dream Censorship,” and “The Role of Hope 
in Psychoanalytic Therapy.” 


Nortu Paciric Society or NeuroLocy 
AND PsycHtatry.—The annual convention 
of the North Pacific Society of Neurology 
and Psychiatry, and the North Pacific Dis- 
trict Branch of The American Psychiatric 
Association was held in the Benjamin Frank- 
lin Hotel, Seattle, Wash., April 11-12, 1957. 
Guest speakers on this occasion were Dr. 
Carl List and Dr. Matt Ross. 


Joint CoMMIssion ON MenrtAL 
NESS AND Heattu.—This Commission, 
made up of representatives from 27 national 
agencies concerned with various aspects of 
mental health, is a non-governmental agency 
operating under Congressional authorization 
and annual grants from N.I.M.H. It is now 
in the second year of its study of the United 
States’ resources and needs for fighting 
mental illness and promoting mental health. 
The staff, with headquarters in Cambridge, 
Mass., has 10 study projects already under 
way. Dr. Kenneth E. Appel of Philadelphia 
is president of this Joint Commission 

The National Association for Mental 
Health is the first citizens’ voluntary health 
group to join with Congress and N.I.M.H. 
in the financial support of the 3-year study 
being made by the Joint Commission. 


VirciIniA Beyer Lecrures.—The depart- 
ment of psychology, Springfield (Maryland) 
State Hospital, announces that the Virginia 
Beyer Memorial Lecturer for 1957 will be 
Melitta Schmideberg, M.D. The topic will 
be “Psychotherapy and the Therapeutic 
Management of Delinquents.” The lectures 
will take place on May 24 and 25. Registra- 
tion fee is $10.00. For further information 
write to Dr. Michael H. P. Finn, Springfield 
State Hospital, Sykesville, Md. 


NatIONAL HeactH ForuM.—Preventive 
psychiatry was represented at the National 
Health Forum, meeting in Cincinnati, March 
21, by Francis J. Braceland, president of The 
American Psychiatric Association, and Dr. 
Jack R. l-walt, director of the Joint Com- 
mission on Mental Illness and Health. Dr. 
David B. Allman, president-elect of the 
American Medical Association, also spoke at 
this Forum urging that all doctors should 
recognize the responsible part they have to 
play in dealing with mental health issues. 

The National Health Council, represented 
by this Forum, is composed of 59 organiza- 
tions. Dr. Allman indicated the need for 
planned cooperation of all these groups with 
the medical profession in attacking the 
country’s number one public health problem. 


DeatH or Dr. Brirt.—Dr. Robert FE. 
Britt, well-known psychiatrist of St. Louis, 
Mo., died suddenly of a heart condition at 
his home, Oct. 28, 1956. Born in Omaha, 
Neb., March 9, 1904, Dr. Britt graduated 
from Creighton University in 1929. He in- 
terned at Highland Hospital, Oakland, Cal., 
and spent several years in residency in neuro 
psychiatry at Boston Psychopathic Hospital 
and Montefiore Hospital, New York. He 
joined the faculty of St. Louis University 
School of Medicine in 1935 and advanced 
to the rank of associate professor in neuro 
psychiatry. Throughout the past 20 years 
his medical interests were almost entirely in 
teaching and practice of clinical neuropsy- 
chiatry. 

Dr. Britt was a fellow of the American 
Medical Association, The American Psychi 
atric Association, and the American College 
of Physicians. 
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201TH INTERNATIONAL CONGRESS OF Psy- 
CHOANALYSIS.—The 20th Congress of the 
International Psychoanalytic Association will 
be held in Paris, France, July 28 to August 1, 
1957. Organized by the Société Psychana- 
lytique de Paris, the three main panels pro- 
jected are: 1. Contributions of Direct Child 
Observation to I’sychoanalysis, with Anna 
Freud delivering the main presentation ; 2. 
Neurotic Ikgo Distortions, with Dr. Maxwell 
Gitelson giving the main address; and 3. 
Variations in Technique, with main presenta- 
tion by Dr. Rudolph Lowenstein. 

Dr. Heinz Hartmann, president of the 
International Association, will open the Con- 
gress. Further information may be obtained 
from the committee chairman, Dr. Edward 
Kronold, 17 East 96th Street, New York, 
28, N. Y. 


Researcu Equirment Exuisit.—Mem- 
bers of the A.P.A. are cordially invited to 
attend the 7th annual Research Equipment 
Exhibit and Instrument Symposium to be 
held May 13-16 at the National Institutes of 
Health, Bethesda, Md. 

Approximately 100 exhibitors will display 
one-quarter million dollars’ worth of the 
latest research instrumentation. Certain 
equipment is here viewed publicly for the 
first time. This annual display has become 
the largest concentration of research equip- 
ment in the United States, and provides a 


MIND MOLDS 


From what I have said, it is clear that I was in the intellectually enviable position of 
being able to approach these (religious) problems without that conditioning in youth 


unique opportunity for qualified persons 
to view the instruments and to exchange in- 
formation with the manufacturers repre- 
sentatives. 

The exhibits will be open daily, 11:30 a.m. 
to 6:00 p.m. on May 13 and 16, and at 9:00 
p.m. on May 14 and 15. In conjunction with 
the exhibit, a symposium will be held May 
13-15. 


SmirH, AND Frencu Fe.iow- 
SHIPS IN PsycHiatry.—The American Psy- 
chiatric Association has recently announced 
the award of 14 Smith, Kline and French 
Foundation Fellowships in psychiatry. These 
14 grants, established mainly to provide 
training in psychiatry, total $38,454, and 
represent the largest amount given in one 
year under the Foundation’s total grant of 
$90,000 for the 3 years 1955 through 1957. 

The fellowships are administered by a 
committee named by The American Psychi- 
atric Association consisting of Drs. Kenneth 
FE. Appel, Philadelphia, Chairman; Daniel 
Blain, Washington, D. C.; Henry Brill, Al- 
bany, N. Y.; Jacob E. Finesinger, Baltimore, 
Md.; Francis J. Gerty, Chicago, III. ; Robert 
G. Heath, New Orleans, La.; David A. 
Young, Raleigh, N. C.; and Seymour D. 
Vestermark, Bethesda, Md. 

Applications and further information may 
be obtained from the fellowship committee, 
P. O. Box 7929, Philadelphia, Pa. 


which, for the large mass of Christians, stigmatizes doubts of creed or critical appraisal 
of doctrine as reprehensible or even sinful; and which automatically inhibits later con- 
templation except from theologically fixed premises. My mind was not, in the liquid state 
of childhood, poured into a mold and allowed to harden into one or the other of the ingots 
of Christian denomination which, whatever their minor differences of pattern, all hold 
through life, unmalleable in the fires of reason, the basic form of unquestioning faith. 


HANS ZINSSER, 
The Biography of R. S. 
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Tue Lire aNp Work or SiGMUND Freup. Vol. 2. 
Years of Maturity, 1901-1919. By Ernest 
Jones, M.D. (New York: Basic Books, Inc., 
1955. $6.75.) 


There have been several attempts in the past to 
offer the reading public a biography of Freud, at- 
tempts which failed because of many factors. Fritz 
Wittels’ Freud was charged with a great deal of 
negative affect, and therefore his little book remains 
but a signpost on the psychoanalytic road of inva- 
sion of psychopathology, a sign of battle so to 
speak. Such more recent efforts as that of Puner 
seem to be more a response to the increasing popu- 
larity of the theme rather than accurate biograph- 
ical writing. Freud’s own “autobiography” is but 
a masterpiece of saying as little about one’s self as 
possible. 

The biography of Freud by Ernest Jones bears 
all the earmarks of authenticity and richness and 
variety of information. The first volume bade fair 
to become an example of historiography rather than 
biography, but it at once stood out as a monu- 
mental and objective contribution to the history of 
the life and works of Sigmund Freud. It must be 
recalled that this first volume followed the publi- 
cation of the letters of Freud to Fliess, letters 
which revealed a great deal of the personality of 
Freud, of his anxiety, ambitions and emotional 
biases. Yet the first of Jones’s three promised vol- 
umes contains much that is new, a lot that is im- 
pressive, and it will remain for years to come a 
source book for those who would wish to gain a 
more intimate knowledge of Freud and of the 
workings of his mind. 

One felt even in the first volume a tendency on 
the part of the biographer to be more a chronicler 
than a biographer. But as long as the material 
was new and revealing it was easy to overlook, 
or even not to notice, this tendency to recite certain 
facts rather than to produce the synthesis which 
after all is the essence of true historical writing ; 
and biography is history combined with psychology. 
However, Ernest Jones acquitted himself in the 
first volume of this magnum opus with considerable 
credit. He was terse, at times even relentless, in 
not concealing some of Freud’s personality quirks 
or difficulties. Jones seemed definitely embarked 
upon a search for an answer to the riddle that was 
Freud, for riddle Freud was—a mixture of poetic 
creativeness and scientific dryness, of luxurious 
trends of imagination and of intellectual austerity, 
of libertarian indulgence and puritanic self-denial. 
This riddle was partly hinted at in a dry sort of 
way in the first volume, and one naturally looked 
forward to the next with considerable curiosity and 
interest. 

This second volume covers the years 1901-1919. 
One cannot help but sympathize with the difficulties 


with which Jones was confronted in writing about 
those years. First of all, Jones himself was not 
only a witness of but an active participant in what 
became popularly known as the psychoanalytic 
movement. This in itself must have been a con- 
siderable handicap. It must have been rather diffi- 
cult if not painful to strain one’s objectivity in the 
midst of the battle. There are some who welcome 
this particular feature of Jones’s second volume; 
thus Henry Lowenfeld is moved to say: “The fact 
that Jones’s own life and work are intimately in- 
volved with Freud's, that this book is part of 
Jones’s autobiography, endows it with its singular 
freshness of personal expression. Future works 
may attempt more critical objectivity and evalua- 
tion, but it is not likely that any one will ever re- 
place this work” (J. Am. Psychoanal. Assoc., Oct. 
1956). Quite true. One is naturally inclined to 
stand a little in awe before this monumental testi- 
mony to a person’s productivity, for whatever else 
one might think of this biography, with the third 
volume as yet to appear, it represents already a 
weighty and in many respects a unique accomplish- 
ment. All this despite a considerable lack of what 
Lowenfeld calls “critical objectivity.” 

As far as the story of the scientific evolution of 
Freud and of psychoanalysis is concerned, the 
reader would do well not to expect too much from 
the perusal of this volume. Those who are fa 
miliar with the psychoanalytic literature will learn 
little new, those who are not will learn less—for in 
this respect the presentation is not only of neces- 
sity sketchy, but the material is arranged in an 
unfortunate manner of mere chronological listing, 
so that the inner cohesion of the working of Freud's 
mind is not clearly brought out. At times one feels 
almost impatient about the repetitiousness here and 
there. Yet this repetitiousness is inevitable if one 
tries to combine purely chronological presentation 
with some sort of psychological synthesis. 

Whatever the fate of Freud’s system in the his- 
tory of thought, it will take a considerable time 
before scientific history will be able to offer a ver- 
dict that would be both just and tenable, both 
scientific and psychologically coherent. This second 
volume is written only some 17 years after Freud's 
death, and in the perspective of history it must be 
looked upon more as a source book than a biog- 
raphy. In one respect, however, it reveals some 
characteristic data which no one else may be able 
to supply in the future. I have in mind two things 
which are indivisible in my frame of reference; 
Freud’s anxious personality and his relation to and 
role in the psychoanalytic movement. This move- 
ment, as is known, has been undergoing consider- 
able fragmentation of late. Not only are there 
several “split-off” psychoanalytic groups, but with- 
in the frame of the International Psychoanalytic 
Association there are subgroups which do not pull 
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together at all. There are cities in which there are 
two psychoanalytic societies, both “recognized” as 
Freudian, both “authorized” to train psychoana- 
lysts, both members of the American and conse- 
quently of the International Psychoanalytic Asso- 
ciation. Moreover, there is another group of 
Freudians who are psychoanalysts in the Freudian 
sense but who are not physicians; there is yet 
another group, or strictly speaking a number of 
individuals, who are laymen but who enjoy the 
status of honorary or “special” members of the 
medical organizations of psychoanalysts. 

In other words, within the framework of recog- 
nized Freudians there seems to be a series of sub- 
divisions based not on ideological but perhaps on 
personal, at any rate, almost adventitious, grounds. 
All this would seem to mean that the psychoana- 
lytic movement qua movement is in the process of 
losing ground, This is not the place to discuss the 
why and wherefore of this situation, or the histori- 
cal significance of it, but it must be kept in mind if 
we are fully to understand the special bias of 
Ernest Jones which is reflected in this second vol- 
ume of his biography of Freud. 

The importance of psychoanalysis as a move- 
ment during the years covered by the second 
volume is so conspicuous that one can well under- 
stand that Jones’s heart and mind are centered on 
this movement, and one can easily understand or 
at least be duly tolerant of Jones’s eagerness to 
emphasize his total identification with the pioneers 
of this movement. He often points out that the 
majority of the pioneers of psychoanalysis were 
Jews, and sensitive Jews, keenly aware of the bias 
against them on the part of universities, academic 
circles, and society as a whole. Speaking of the 
Jews’ awareness of this discrimination, Jones—as 
if to leave no doubt of how much he was one with 
the original group of men who gathered around 
Freud—points out that he had no difficulty in un- 
derstanding those early Freudians, since he him- 
self belonged to a persecuted minority! To the 
uninitiated this might sound almost ludicrous, for 
one would be hard put to find in the successful 
Welshman Jones a sense of belonging to a perse- 
cuted minority. One wonders whether Lloyd George 
had the same sense. 

However, this exaggeration of Jones’ must be 
affective emphasis of 
unity with the psychoanalytic aborigines than 
merely as a comical overstatement. In justice to 
Jones, one must say that he is not given to too 
much affective emphasis; being a good Welsh- 
Englishman, he is rather given to terse understate- 
ments. Yet there is no doubt left in the reader that 
Jones, in writing the second volume, wrote it not 
only with a sense of affective participation but to 
a very great extent with a sense of personal pre- 
occupation with the events and people he had to 
mention or describe. If this were not so, it would 
be difficult to explain why Jones with all his identi- 
fication with the persecuted minority had to point 
out that Otto Rank’s name was actually Rosenfeld, 
and Sandor Ferenczi’s Fraenkel. These are not the 
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only superfluous details which ought to be outside 
the scope of a biography of Freud. The perennial 
hypochondriasis of Ferenczi, Rank’s attempts to 
avoid military service are totally out of place. Even 
more out of place are Jones’ remarks about A. A. 
Brill, whose life-long friend Jones was reputed to 
be. There are remarks strewn over many a page 
to the effect that Brill knew few if any foreign 
languages and that he, Jones, tried to convince 
Freud that Brill was a poor translator of Freud’s 
writings. Freud’s response, to the efiect that he 
would rather have a good friend than a good trans- 
lator, left Jones undaunted, and the American 
reader may be very much surprised to find how 
little credit, if any at all, Brill is given for all that 
he did for the psychoanalytic movement in America. 
The impression is gained, and an emphatic one, 
that it was all the work of Ernest Jones. 

I do not want to give the impression that Jones 
has written a purely egocentric book. Far from it. 
His pen sketches of Jung, Stekel, Adler, Rank and 
Ferenczi are veritable masterpieces—here and there 
acidulous, pin-pricky, but little chef-d’oeuvres of 
incisiveness, even though the reader is never per- 
mitted to forget whether Jones happens to be deal- 
ing with a friend or an enemy of the psychoanalytic 
movement as Freud saw it. 

A word or two about that which does appear to 
be the major theme of the volume: the psycho- 
analytic movement. The impression is gained that 
from the very beginning Freud was extremely eager 
to make friends with certain personalities of aca- 
demic prestige. He went out of his way to “keep” 
Putnam of Harvard, or Jung, or Bleuler, but he 
dropped with what appeared considerable ease the 
minor dissenters. Officially, Freud seems to have 
had no interest in the administrative matters of the 
International Psychoanalytic Association, but actu- 
ally, as Jones lets it slip, Freud “designated” the 
President of the International Association, and the 
whole business of actual administrative leadership 
was in the hand of “the Committee” of 7 persons 
of whom Jones was one. Thus at first Freud him- 
self led the battle, then the Committee whose mem- 
bers were selected by Freud and elected by no one, 
and who wore a special ring (a gift of Freud him- 
self to each one). It seems to have been a rule of 
“seven rings” or their future substitute—an un- 
official but actual center of power of the psycho- 
analytic movement. The criterion of belonging was 
loyalty to Freud. Ideological disagreement was 
sufficient cause for being dropped or for stepping 
out. The very few exceptions like the Swiss min- 
ister Pfister seem toa be real exceptions, not easily 
understood in the light of what might be legiti- 
mately called psychoanalytic politics. 

Of course, all this in itself has little to do with 
psychoanalysis as a scientific discipline or a thera- 
peutic art. However, the history of medicine knows 
that even Hippocratic medicine, when it became 
the possession of those who would keep it and hold 
on to it as a lever of or for power, degenerated into 
dogmatism, and that Galenic medicine met the same 
fate. It took many centuries before the Hippocratic 
and Galenic traditions were revived as true tradi- 
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tions rather than the dogmatic possessions of a few 
hundred thousand men. 

As I have already said, the presentation of 
Freud’s ideas and theories is of necessity too sum- 
mary in this volume to be viewed as an original 
contribution. As to the personality of Freud, there 
is a definite contrast between the portrait of Freud 
as offered in the first volume and that offered in the 
second. 

Jones seems to cling rather tenaciously to the 
myth that Freud, while he was writing his /nter- 
pretation of Dreams and was in steady correspond 
ence with Fliess, underwent what amounted to a 
thorough and even masterly psychoanalysis by 
himself—a truly gigantic psychological task; this 
analysis over, approximately in 1899-1900, so runs 
the tradition, Freud proceeded as if unimpeded by 
unconscious difficulties and developed into a uniquely 
“mature,” objective, realistic personality. It is 
quite true that Freud did a remarkable piece of 
psychological work on himself, which gave him an 
immense insight into the workings of his own mind 
and that of others. However, it is also true that 
in daily human relations Freud was rather a poor 
Menschenkenner, and the history of his great en- 
thusiasms for and disappointments in his friends- 
collaborators is testimony to a “weakness” which 
is not foreign to a great many great men. More- 
over, it is rather mythological to tend to consider 
Freud “mature” and “fully analyzed” just because 
of the immense inner work he accomplished while 
working on his /nterpretation of Dreams. 

The beauty and puzzle of it all is that Freud was 
far from that ideal postanalyzed personality which 
Jones tends to emphasize. Freud's fainting spells 
(as a result of severe emotional tension), which 
Jones himself cites, the almost constant dour, de 
pressive cast of Freud’s affect, his remoteness and 
almost complete absorption in work, bespeak a 
great deal that is not entirely the ideal picture of 
what the jargon calls “a well-adjusted person.” 
Freud's original faith in the success of the German 
U-boat war and the ultimate victory of the Central 
Powers during World War I bespeak a rather 
usual reaction of the ordinary citizen of a German- 
speaking country at that time. All this should not 
be held against Freud of course, but it certainly 
does not reveal a deep insight into the cultural tra 
gedies of his time. In this respect Freud stood 
somewhat behind some of his own contemporaries, 
both in Germany and Austria. 

This all-too-human aspect of the homo politicus 
in Freud is perhaps not even surprising, for from 
the standpoirt of sociological perspective Freud’s 
horizons were rather narrow. There is no special 
reason why this should be otherwise—unless one 
would indulge in the cult of personality. I am 
afraid that this is a more or less general tendency 
which Jones reflects frequently—-so much so that 
Freud’s obvious faults are cited at times as virtues 
Thus, Jones describes an incident, seemingly to 
show how good a pater familias Freud was 
Freud once came into possession of an antique 
statuette which he valued greatly. He brought it 
with him to the luncheon table where his family 
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foregathered, this being one of the very few periods 
during the day when they could see the busy man. 
All through the luncheon Freud looked at the 
statuette without uttering a word; luncheon over, 
Freud and the statuette proceeded to the office, back 
to work. 

In full justice to Jones, it must be said that what- 
ever his bias and some rather prejudiced inter 
pretations, the figure of Freud stands out as that 
of a complex man with all his small and captious 
little peculiarities, with all his weaknesses, shadows 
and lights. The riddle that is Freud thus remains 
a riddle. For even the most punctilious psycho 
analyst is unable to explain how this ambitious 
man, this anxious man who never throughout his 
youth, middle or old age was free of almost con- 
stant fear of death, who had a constant preoccupa 
tion with his bowels and an almost insatiable ambi 
tion to be great, how this man did in fact achieve 
greatness—and, who knows, probably immortality 
in the history of man’s endeavor to understand 
man. 

Grecory M. D., 
New York City. 


MevicaL Researcu: A Mincentury Survey. 
Vol. I: American Medical Research in Prin 
ciple and Practice. 765 pp. Vol. Il: Un- 
solved Clinical Problems in Biological Per- 
spective, 740 pp. Edited by Esther Everett 
Lape and Associates. The American Founda- 
tion. (Boston: Little, Brown & Co., 1956. 
$15.00 the set.) 


These two volumes contribute importantly to the 
understanding of what is going on in medical re- 
search at the present time. The introduction to 
Volume 1 discusses the philosophy back of the vari- 
ous studies reported and indicates what concepts 
and methods guided the workers’ procedures. Four 
main parts follow: 1. Medical research in the 
perspective of biological, chemical, physical and 
mathematical science ; 2. Current trends and current 
problems in medical and biological research in the 
United States; 3. Research agencies; and 4, Clear- 
ing results and controlling the products of medical 
research. An appendix of 22 pages gives the major 
sources for the material. 

Volume 2, also with an appendix of major sources, 
begins with a discussion of current metabolic con 
cepts orienting research in biology and medicine. 
The next 9 chapters take up what are considered 
the most important unsolved clinical problems, pre- 
sented as follows: cancer, infertility, arterioscle- 
rosis, hypertension, the rheumatic syndromes, tuber- 
culosis, the nature of viruses and of virus diseases, 
alcoholism, and the biology of schizophrenia. 

To present an adequate review of these two vol 
umes is an impossible task. So important and valu- 
able is the material that one could devote to a 
single chapter several times the space of an ordinary 
book review. So well do these 2 volumes accom- 
plish their purposes that anyone who wishes to be 
in touch with the recent research work and with 
the different trends in present and future investiga- 
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tions should put these at the head of his reading list. 


The introductory chapter outlines why and how 
the survey of medical research was made. It em- 
phasizes that, while the public may be preoccupied 
with the cost of medical care, the only real health 
insurance lies in providing an adequate number of 
well trained and competent health personnel. This 
is especially important fer the “adequate support 
of medical education and research.” Medicine 
should be regarded as a life science involving the 
whole field of biology, and it is necessary to sup- 
port and expand research in this field as well as in 
chemistry, physics, and mathematics. Although 
such support “is not yet the animating principle of 
our national policy or of prevailing public senti- 
ment ... the medical research involved must be 
in biological perspective, utilizing the contributions 
of chemistry, physics, mathematics, and the results 
of research on atomic energy. This is the thesis 
of this study; it it the point of view of the American 
Foundation, of its Committee of Consultants, and 
by every implication of the hundreds of investiga- 
tors and teachers that contributed to this work.” 

The editors point out that the reports on un- 
solved clinical problems, in Volume 2, all have the 
same dominant purpose——“to present the areas of 
research, however vast, however remote, however 
little developed as yet, that seem to bear upon the 
metabolic mechanisms primarily involved in the 
given condition. . . . They were selected, however, 
not for these reasons but because of the way in 
which they illustrated disturbed structure and/or 
function reflecting disordered chemical processes of 
cellular metabolism, integration which character- 
izes the normal healthy organism. Any funda- 
mental solution of these clinical problems is seen 
to be referable to research in molecular biology, 
whether concerned with the life and activities of 
single cells, of specialized cells within complex or- 
ganisms, or of the organism reacting as a whole 
through integrating and adaptating mechanisms.” 

Volume 1 then proceeds to explain this process 
in a 78-page chapter entitled “Medical research in 
the perspective of biology, chemistry, physics, 
mathematics, and science.” It emphasizes that the 
concept of multiple causes has now replaced the 
idea of a specific factor in disease, and there is 
greater concern with the normal and greater inter- 
est in genetic constitutional factors. The interrela- 
tion of psychological and physical factors is dis- 
cussed, as is also the role of chemistry, physics, and 
mathematics; considerable space is devoted to nu- 
clear physics and radioactive isotopes. The chap- 
ter ends with an interesting discussion of the rela- 
tion of basic to clinical research and the manner 
in which basic clinical research has contributed to 
medical knowledge. 

Chapter 2 takes up in 192 pages “Current trends 
and current problems in medical and biological re- 
search in the United States.” Concepts and gen- 
eral philosophy of planning and organizing re- 
search are examined. In pointing out the various 
sources of funds, the role of foundations,, pharma- 
ceutical laboratories and universities in ‘financing 
research is discussed. In connection with the United 


States government’s increasing interest in these 
problems and in financing various researches, the 
values and dangers of governmental support are 
well presented, along with several other related 
matters. 

Chapter 3: “Research agencies” in its 489 pages 
reviews the ways in which the leading universities 
of this country have set up research. The chapter 
also covers the role of the independently endowed 
research institutes, non-teaching hospitals, group 
clinics, industrial organizations, government, scien- 
tific and professional societies, national voluntary 
health associations, and the National Academy of 
Sciences. 

Chapter 4: “The clearing results and controlling 
products of medical research,” occupies 30 pages, 
and is followed by an appendix. 

In Volume 2, the first chapter, “Current meta- 
bolic concepts orienting research in biology and 
medicine,” explains the biological perspective for 
the research in clinical problems. The 65 pages 
give much basic knowledge about scientific topics 
such as protein composition, the enzymes, cellular 
metabolism, metabolic energy and its utilization, in 
the course of explaining the correlation and adapta- 
tion within the organism as a whole, and thereby 
laying the ground-work for the remaining 9 chap- 
ters. Because of space, I shall limit my discussion 
to 4 chapters. 

Chapter 4: Arteriosclerosis, and Chapter 5, Hy- 
pertension, will interest psychiatrists because many 
of them must deal increasingly with these condi- 
tions. The major investigative approaches are 
excellently described, with emphasis on the fact 
that structure and function are inseparable. All 
psychiatrists should read the very careful reviews 
of cholesterol metabolism in arteriosclerosis and of 
the theories making cholesterol the main cause of 
atherosclerosis. The general discussion of hyper- 
tension is also excellent. Comparatively little psy- 
chiatric material is presented in either chapter, but 
one should remember that out of the quantity of 
speculation as to psychogenic bases in the 2 dis- 
eases, relatively little work would be considered 
sound research and worth presenting. 

Chapter 9 reviews in 155 pages the whole subject 
of alcoholism. It stresses metabolic approaches to 
outstanding psychological and social problems and 
therefore discusses only briefly at the end the psy- 
chological and sociological approaches. A good 
historical review and a general view of the im- 
portance of the problem are included. The ma- 
terial dealing with the metabolism of alcohol repre- 
sents the present thinking of the best workers in 
this field, and recent studies on brain metabolism 
by Kety and by Himwich are correctly quoted. 
Masserman’s experimental work, which shows how 
animals may temporarily lose certain artificially 
induced neuroses when given alcohol, is excellently 
presented. Likewise, the metabolic theories and 
work of Roger Williams are discussed in a clear 
and well balanced way. One is brought up to date 
on the use of hormone therapy, aversion treatment 
and disulfiram. The discussion of psychotherapy 
is rather brief, with about a page given to Alco- 
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holics Anonymous. As a whole, the chapter sum- 
marizes well the research work on alcoholism in 
the last 20 years. The fact that most of the worth- 
while research has been along metabolic lines justi- 
fies the concentration of the chapter upon the 
metabolic aspect. 

Chapter 10: “The biology of schizophrenia,” 
describes the interaction of physiological, psycho- 
logical and social factors in its 126 pages. After 
summarizing past and present concepts of schizo- 
phrenia, it examines the possible roles of hereditary, 
physiological, psychological, and social factors. 
The discussion of desirable research emphasizes the 
need for more work in comparative biology and 
more study of the normal than so far done. Indeed, 
psychiatry has been charged with being “less inter- 
ested in the music from normal violins than in the 
sour notes that come from some violins.” 

An excellent summary of the physiological re- 
search work includes the attempts to correlate the 
functioning of psyche and soma, with considerable 
detail about brain localization and special work in 
biochemistry and endocrinology. 

Much of the latest work with lysergic acid, 
mescaline, and similar drugs is described. The 
psychogenic approach is rather brief but well bal- 
anced, as is the discussion of social and cultural 
factors. The whole chapter should be read by any- 
one interested in the latest research in schizo- 
phrenia. 

K. M. B. 


Dictionary or ANTHROPOLOGY. By Charles Winick. 
(New York: Philosophical Library, 1956, pp. 
579. $10.00.) 


The last anthropological dictionary to appear be- 
fore the present one was the Dictionnaire des Sci- 
ences Anthropologiques, published at Paris between 
the years 1886-1894. That work ran to over 1,100 
double-columned pages and was written by the 
leading experts of the day. The present Dictionary 
is a one-man work and it shows all the deficiencies 
of being so. Anthropology is far too large a subject 
for one man to grapple with as a whole, and Winick 
shows such a profound lack of familiarity with 
many of its branches that one cannot help wonder- 
ing whether it was not this very lack which caused 
him to undertake the making of the Dictionary. 

Winick is particularly weak on archaeology and 
physical anthropology. He uses terms which arche- 
ologists no longer use, such as “the Epipaleolithic,” 
and when he describes a particular prehistoric cul- 
ture such, for example, as the Azilian, he omits to 
mention the implement among others by which it 
is typically characterized, namely, the microlith. 
When he defines the microlith he fails to mention 
that this is the type implement of the Mesolithic cul- 
tural phase of man, and that therefore any culture 
exhibiting microliths will in all probability belong 
to this cultural phase. Winick’s account of the genus 
Homo is quite unsound, as is his account of Galley 
Hill Man, The discussion of subincison is not only 
unhelpful, but anatomically incorrect, Winick hav- 
ing some difficulty with the meaning of the term 


“posterior,” as when he places the acetabulum on 
“the posterior part of the pelvis.” These examples 
are chosen at random, but they could be greatly 
multiplied. 

Added to the many inaccuracies and inadequacies 
is the author’s rather awkward English and impre- 
cision in the understanding of the meaning of ordi- 
nary words. I would sum up by saying that a dic- 
tionary of anthropology could have been a helpful 
contribution ; the present work, however, is not only 
unhelpful but likely to be misleading. 


M. F. Asutey Monracu, 
Princeton, N. J. 


EpucaTiON or Mentatty CHiLpren. 
By J. E. Wallace Wallin, Ph.D. (New York: 
Harper and Brothers, 1955. $4.50.) 


Dr. Wallin’s book is intended primarily for ad- 
ministrators and special education teachers in the 
area of mental deficiency. Actually, except for a 
few chapters concerned with the specifics of teach- 
ing procedures, it is an important study of the prob- 
lems and social implications of mental deficiency, 
and could be read with profit by all persons con- 
cerned with this field. It could hardly be otherwise 
for Dr. Wallin shares with us his experience, re- 
search, and philosophy derived from a half century 
of dedicated service with and for mentally handi- 
capped persons. 

The underlying philosophy of his book is that 
equality in education does not mean identical edu- 
cation for all. He strongly advocates—and his 
arguments are very convincing—that mentally de- 
ficient children have a right to be educated within 
the framework of the public school system, but 
preferably in segregated classes. This includes 
every child who can benefit from a public school 
education, including those with mental ages of about 
3 and Binet I1.Q.’s of 35 or 40 (provided that they 
are relatively stable, toilet trained and have no “ob- 
noxious” habits). It is not an established fact, 
Dr. Wallin writes, that children with Binet 1.Q.’s 
of above 50 are educable and those below are merely 
trainable. “In point of fact, there is no sharp dis- 
tinction between trainability and educability .. . 
abundant experience has shown that some children 
below 1.Q. 50 are fully as capable of profiting by 
instruction when the learning situations are ad- 
justed to their needs and capacities as are some 
children above I.Q. 50.” 

Psychiatric and psychological examiners will be 
especially interested in the author's discussion of 
when custodial care is indicated, the problem of 
working with parents of mentally handicapped chil- 
dren, and, perhaps most important, what consti- 
tutes an adequate examination to determine whether 
a person can be diagnosed mentally deficient. Dr. 
Wallin cautions against the use of psychological 
tests alone for this purpose, which in this reviewer's 
opinion is a point that can not be overemphasized. 

For those directly involved in the education of 
mentally handicapped children this volume will, I 
believe, prove to be one of the most significant and 
comprehensive contributions to the field yet pub- 
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lished. (Which is not to say that most educators 
will agree with all of the author’s very strong and 
sometimes dogmatic views regarding certain teach- 
ing principles.) The extensive bibliography pro- 
vided at the close of every chapter will certainly 
prove helpful to the serious student. The profes- 
sional person who is only occasionally occupied 
with the question of mental deficiency will find 
this volume an authoritative, scientifically based, 
humanistically motivated contribution to one of so- 
ciety’s most baffling problems. 
Sot Gorvon, Pu. D., 
Philadelphia Child Guidance Clinic. 


Tue Nourse ano THe Mentar Patient. By Morris 
S. Schwartz, Ph.D., and Emmy Lanning 
Shockley, R.N. (New York: Russell Sage 
Foundation, 1956. $3.50.) 


Without the satisfaction that goes with achieve- 
ment and personal growth, the nurse cannot be 
happy on her job, and the nurse’s job satisfaction 
and patient improvement are inseparably linked, 
the one dependent on the other. This is the theme 
of this book, unique for its simplicity and clarity 
of presentation. It is designed “expressly for those 
who work with the mentally ill.” 

The authors, one a research sociologist and 
social psychologist, the other a psychiatric nurse 
and nursing educator, make use of the case study 
method in presenting their findings from a year 
of research. The setting for the project was a 
hospital of 70 inpatients, the majority of whom 
were schizophrenics. The 15-patient ward studied 
housed patients least able to care for themselves. 
It was well staffed, affording adequate opportunity 
for intensive personal contacts between patients and 
ward personnel. It would appear that the problem 
situations and interpersonal relations were not ma- 
terially different from those in any other mental 
hospital. 

The book is divided into two parts. Part I deals 
with recurring problems, namely, fear and patients’ 
combativeness, the demanding patient, the with- 
drawn patient, the hallucinating, delusional or pre- 
occupied patient; eating difficulties, incontinence, 
sexual connotations, suicidal propensities and ex- 
treme anxiety. These symptoms are not mean- 
ingless or purposeless; the law of cause and 
effect is operative. Then what is the meaning, what 
is the patient’s goal? How may the nurse best 
understand these symptoms? In what way does 
she aggravate them? In what way may she modify 
and correct them? How may she best understand 
herself? These are questions that the authors 
answer by individual and group discussions with 
ward personnel, The personnel participate freely 
in the discussion and seemingly arrive themselves 
at the correct answers to their questions. 

Part II deals with the all-important questions 
of understanding, communicating with and relat- 
ing to the patient. The authors very well charac- 
terize mental illness as “the patient’s distinctive 
and characteristic way of participating with others.” 
We can understand the patient only in terms of his 


needs. To understand him, one must understand 
one’s self. The nurse, therefore, must understand 
her own feclings and identifications. She is cau- 
tioned not “to get involved.” She must be guarded 
in setting limitations lest she suffer the frustrations 
of limitless goals. The authors summarize Part II 
as an attempt to increase the nurse’s awareness 
and understanding of her interpersonal relations 
with patients. This they accomplish to a gratify- 
ing degree. 

This book has a place in every nurse’s library. 
It should be invaluable in teaching and discussion 
groups. It is understandable to the novice in psy- 
chiatric nursing and should be a welcomed “re- 
fresher” for the more experienced psychiatric nurse. 
We would venture to say, too, that the less ex- 
perienced psychiatrist would find reading this book 
more stimulating and enlightening and less wear- 
ing than many a tome in the medical library. 

Josern G. Sutton, M.D., 
Cedar Grove, N. J. 


PSYCHOANALYSIS AND PsycuorHerary. Develop- 
ments in Theory, Technique, and Training. By 
Franz Alexander, M.D. (New York: W. W. 
Norton & Company, 1956. $4.75.) 


In this book Dr. Alexander discusses psycho- 
analysis as a scientific discipline and its place within 
universities and medical institutions. He presents 
the divergent views of prominent psychoanalysts 
and psychiatrists in regard to theory, technique 
and training, along with a vigorous presentation 
of his own position. 

Much of the disagreement concerns the extent to 
which analytic conditions can be modified without 
changing the nature of the process itself and of the 
psychological and emotional content brought into 
the therapy. Alexander believes that, while the tra- 
ditional Freudian method is the best for research 
purposes, present-day knowledge allows changes in 
technique which can improve and extend the thera- 
peutic possibilities. This latter goal remains his 
special concern. 

Any analysis requires establishing certain arti- 
ficial conditions. He believes that these can be so 
selected as to influence the course of treatment. 
Thus, a therapist with sufficient skill and knowledge 
can assume roles in relation to the patient differing 
from those taken by disturbing figures in the pa- 
tient’s past life and, by doing so, can potentiate the 
therapeutic corrective experiences. He maintains 
that planned manipulation of such things as timing 
and frequency of sessions can help avoid pathologi- 
cal dependency on the part of the patient and in- 
crease the effectiveness of treatment. He warns 
repeatedly that such manipulations require more 
skill and knowledge than routine analytic handling 
and create their own special problems. 

The technical innovations which he advocates 
highlight unanswered questions relative to the 
amount of resolution possible through vicarious ex- 
perience in the analytic transference situation, 
versus that which must be worked out in actual life 
experience. Traditionally, analytic treatment has 
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emphasized the former, with psychotherapy empha- 
sizing the latter. Hopefully, in a given case, when 
the inner problems have been sufficiently resolved, 
the patient can go on to effective action in real life 
with a consolidation of the gains made in the 
analysis and with further increases in strength and 
security through successful life experience. As 
Alexander emphasizes, such questions can be an- 
swered only through controlled experiments in 
therapy, with clear differentiation of the technical 
devices employed, clear diagnoses and precise se- 
lection of cases. 

The author discusses the training for psychia- 
trists intending to do psychoanalytic therapy and 
the training for those intending to restrict them- 
selves to other forms of treatment. He believes 
that all psychiatric residents should be selected 
carefully, that they should receive a broad knowl- 
edge of psychoanalytic principles, and that all 
suitable candidates training to do psychotherapy 
should have a personal analysis (or, perhaps, per- 
sonal psychotherapy, if future experience should 
prove this satisfactory). He emphasizes that all 
those planning to carry out therapeutic psycho- 
analysis should receive training such as is now 
carried out in the psychoanalytic institutions, with 
a personal analysis as a prerequisite. 

In his previous writings, Alexander was accused 
of confusing the issues by weakening the differen- 
tiation between psychoanalysis and dynamic psycho- 
therapy. In the present book he attempts to avoid 
this confusion by stressing that a continuum exists 
between the radically different extremes and forms 
of psychotherapy which blend one into the other. 
He pleads for careful study on the part of psychia- 
trists and psychoanalysts of the as yet imperfectly 
understood factors which are responsible for thera- 
peutic success or failure. 

This book will have a wide audience and should 
encourage further basic studies of psychoanalysis 
as well as of ways of applying it most effectively 
to the problems of general psychotherapy. 

Ricuarp L. Frank, M.D., 
New York City. 


Tue Druc Appict as A Patient. By Marie Nyswan- 
der, M.D. (New York: Grune & Stratton, 
1956. $4.50.) 


This book was written to “share” the author’s 
experience with her medical colleagues. It is 
“geared” to the physician in general practice with 
the hope that it will be useful to a wide group of 
professional people who have contact with addict 
patients. The emphasis that the author places on 
drug addicts as patients is the strong point of her 
book. She reminds us time and again that this is 
a medical problem. It is not, however, unrelated to 
law, sociology, and criminology. 

In considering the prevalence of drug addiction 
today, the author is well aware of the difficulties 
involved. However, she gives the impression that 
drug addiction has continued to increase throughout 
the years. There is considerable doubt that this is 


true and certain figures indicate that it is on the de- 
cline. Selective Service examinations furnish one 
such set of figures. During World War I, the rate 
of addiction was approximately 1 in 1,500 draftees. 
During World War II, the rate was roughly 1 
in 10,000. The Commissioner of Narcotics estimates 
that there was 1 addict in every 400 persons in the 
United States prior to the passage of the Harrison 
Narcotic Act. Currently he estimates that the rate 
is about 1 addict in 3,000 persons. 

There is considerable evidence that any increase 
in drug addiction in young individuals is centered, 
for the most part, in large metropolitan areas with 
very high concentration in minority groups such 
as the Negro and Latin-American. Sociological 
factors, no doubt, play an important role in the 
increased incidence of this type of addiction. 

Considerable data are presented in the first chap- 
ter supporting the conclusion that the narcotic 
clinics that existed in 1920 to 1924 were closed 
by the Bureau of Internal Revenue, this permitting 
the Bureau to gain control of the medical treat- 
ment of addiction. There is, however, a consider- 
able body of information indicating that physicians 
themselves were dissatisfied with the operation of 
such clinics and exerted their influence through the 
American Medical Association to have them closed, 
In 1920 and 1921 the Committee on Narcotic Drugs 
of the Council on Health and Public Instruction 
of the American Medical Association made in- 
vestigations and recommendations that the “Ameri- 
can Medical Association urge both Federal and 
State governments to exert their full power and 
authority to put to an end all manner of so-called 
ambulatory methods of treatment of narcotic drug 
addiction, whether practiced by private physician 
or by the so-called ‘narcotic clinic’ or dispensary.” 
This same Committee was also charged with visit- 
ing the Attorney General to obtain a decision from 
the United States Supreme Court to remove un- 
certainties as to the meaning and application of 
the Harrison Narcotic Act. This act resulted in 
the Behrman case and the ruling handed down by 
the U. S. Supreme Court. It may not be possible 
at this late date to say just what all the factors 
were that were instrumenta! in closing the narcotic 
clinics, but it does not seem reasonable to place all 
the blame or give all the credit to the Commis- 
sioner of Internal Revenue. Organized American 
medicine, because of basic dissatisfaction with the 
clinics, exerted considerable pressure to close them 
and for very valid reasons. There was also con- 
siderable dissatisfaction with the so-called “script 
doctors” as described by Prentice. These were a 
small number of unscrupulous individuals who were 
well known and accessible to all the addicts in the 
community. These individuals were patronized by 
the addict not because he was in need of the physi- 
cian’s advice or skill but solely because the addict 
knew that the “script doctor” would provide 
“drugs.” 

In the chapter entitled “Rehabilitation,” the au- 
thor describes a method of treatment that she re- 
fers to as “ambulatory hospitalization.” It implies 
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that such treatment is available in many private 
psychiatric hospitals. This, in the experience of 
many physicians, has not proved to be the case. 
Moreover, most authorities believe it is essential 
in any hospital treatment program for narcotic ad- 
dicts that adequate control of the patient by the 
physician be established for some time. The addict 
has lost the power of self-control over the use 
of drugs and it is necessary for someone else to 
exercise control until such time as the patient can 
be placed in outpatient care where he can continue 
to receive assistance in exercising control of him- 
self. 

The author implies that ambulatory hospital 
treatment is a desirable and successful form of 
treatment for many drug addicts. It would be more 
convincing if some data were given supporting these 
findings. 

She states that at the Federal hospitals an 
attempt is made to separate first admission vol- 
untary patients from the “recidivists’” who com- 
prise the majority. No such segregation is prac- 
ticed and readmitted patients do not constitute 
the majority. Only 36% of patients are admitted 
to Lexington more than once. Also she states, 
“Hospitals such as Lexington give little or no 
psychiatric help.” This will come as a surprise to 
the eight psychiatrists on the staff, five of whom 
are Board diplomates; to the twelve residents in 
psychiatry; to the five psychologists, two of whom 
are Ph. D. clinical psychologists; to the five social 
workers; to the nurses and to the rehabilitation 
staff and the psychiatric aids. It will be a surprise 
to many of the 1,050 addict patients. 

Dr. Nyswander is apparently convinced that the 
“clinic plan” advocated by the New York Academy 
of Medicine is the most desirable to follow in the 
future. Many physicians and others with considera- 
ble experience with addicts do not agree with her. 
The suggestion is made that a program be de- 
veloped whereby sufficient amounts of drugs can 
be legally and inexpensively supplied to the addict 
while attempts are made to persuade him to undergo 
treatment. “Addicts resistant to undertaking treat- 
ment and continuously refractory to therapy, despite 
all efforts, should be supplied legally and cheaply 
with the minimum amount of their drug needs; 
and efforts to persuade them to undergo rehabilita- 
tion should be continued.” Treatment for addic- 
tion is most difficult at best. The possibility of 
receiving drugs if treatment fails would be an in- 
surmountable obstacle to overcome in a therapy 
program. 

The book has ten chapters. The first and last 
chapters need to be examined critically since many 
of the statements are open to question and are dif- 
ficult to evaluate. The other chapters contain use- 
ful information regarding narcotic addiction. The 
author draws quite heavily on the publications of 
the Addiction Research Center at the U. S. Public 
Health Service Hospital, Lexington, Kentucky. 

Rosert Raysor, M. D., 
Lexington, Ky. 


Orner Peorie’s Cumpren. By Anna Judge Veters 
Levy. (New York: Ronald Press Co., 1956. 
$3.75.) 

Judge Levy has drawn from her 8 years experi- 
ence on the bench of the juvenile court in New 
Orleans, to produce this human interest description 
of cases that have appeared before her. 

The book is in no way a textbook of delinquency 
but produced solely to stimulate the interest and 
participation of the intelligent lay reader. It should 
also be recommended for social scientists studying 
the phenomena of juvenile delinquency as it gives 
some insight into the wholesome desire of the law 
for more knowledge of the psychodynamic mecha- 
nisms which produce antisocial behaviour. 

Judge Levy has summed up, in the epilogue of 
her book, the basic philosophy of the juvenile court 
movement. There is an air of optimism in her re- 
mark that this philosophy is “only a little more 
than 50 years old.” 

Professional workers engaged in court clinics 
frequently find it necessary to describe the problems 
they are dealing with to adult education groups. 
This book may be recommended for consideration 
in group work of this kind. 

The philosophy of the juvenile court movement 
cannot further develop until society accepts its basic 
tenets. The reader cannot help but be left with an 
increased respect for its tenets after reading Judge 
Levy’s dramatic description of the problems en- 
countered in her jurisdiction in New Orleans. 

J. D. Arcneson, M.D., D. Psycu., 
Tortono Juvenile Court. 


PSYCHIATRY AND THE Pusiic Interest. By Maunce 
H. Krout. (Minneapolis: University of Min- 
nesota Press, 1956, pp. 217, $4.00.) 


This volume, edited by a psychologist and con- 
taining chapters by 15 psychologists, presents vari- 
ous professional points of view on the title subject. 
As a summary of the psychiatrists’ position on the 
role of psychology in society, it includes the Reso- 
lution of Relations of Medicine and Psychology 
issued jointly by the American Medical Association, 
The American Psychiatric Association, and the 
American Psychoanalytic Association, and a letter 
from the chief medical director of the Veterans 
Administration to all V.A. medical installations 
stating V.A, policy on the role of the clinical psy- 
chologist in the Veterans Administration Depart- 
ment of Medicine and Surgery, and two clear papers 
by Dr. Paul Huston. 

Since the book’s stated purpose is to contribute 
to understanding, the medical reader may be slightly 
startled to learn in the preface that The American 
Psychiatric Association and the American Psycho- 
analytic Association are “both branches of the 
American Medical Association.” These inaccuracies 
probably reflect the sad fact of a climate of think- 
ing in the minds of some people in which associa- 
tion leads to presumed identity or in which dis- 
crimination becomes unimportant, rather than any 
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intent to misinform. As a matter of emphasis, it 
is of interest that the letter stating V.A. medical 
policy, which the chief medical director sent to all 
V.A. medical installations, is described as “a sum- 
mary of these policies as communicated to the 
A.M.A. by the chief medical .officer of the V.A. a 
few years ago.” 

There is material of interest for psychiatrists in 
the first 3 chapters, which are historical and intro- 
ductory. There is even more of value in the § 
chapters of considered discussions on the psycholo- 
gists’ position on their role in collaborative situa- 
tions. Three of these are by psychologists working 
in medical settings. A fourth is really on the role 
of a psychiatrist in a psychological clinic. One by 
Dr. Fred McKinney, relating to psychology and 
psychiatry in educational contexts, takes a dim view 
of some portions of G.A.P. report No. 17 on “The 
Role of Psychiatrists in Colleges and Universities” 
and presents some well-reasoned objections to them. 

Section 4, titled, “The Psychologists’ Position on 
Their Role in Independent Practice,” contains the 
statements to which most psychiatrists (and for that 
matter, many psychologists), will take exception. 
Many psychiatrists may not be aware of the way 
in which fields they usually regard as their own 
are considered by others. 

Dr. Krout views the present situation as confus- 
ing to the public and to the professions, and be- 
lieves it possible that in the long run “psychiatry 
will take over all of what is now known as clinical 
psychology.” He sees as the alternative “that pro- 
fessional psychology will remain an independent 
entity, absorbing a certain part of what is now 
functionally the domain of psychiatry.” In this 
event, Dr. Krout considers it “certain that psy- 
chologists ... with training expanded... will 
tend increasingly to concentrate upon the diagnosis 
and treatment of the milder types of emotional dis- 
order, in which the symptoms have not become 
obvious in tissue change or organ pathology, which 
the psychiatrist has inherited but for which he is 
neither prepared by training nor qualified by inter- 
est in differential or social psychology.” 

Dr. Krout lists as conditions “for the treatment 
of which the practicing psychologist would seem 
to be amply qualified,” not only such items as edu- 
cational problems (to which very few if any psy- 
chiatrists would take exception), but also anxiety 
neuroses, obsessive-compulsive neuroses, reactive 
depressions and hysterical conversions. Dr. Krout 
does not discuss the resolution of the diagnostic 
problems involved in differentiating what is a 
hysterical conversion from a somatic illness, or 
in differentiating an anxiety reaction, for example, 
from a cardiac disorder. 

Dr. Emanuel K. Schwartz expresses the opinion 
that the medical profession is not concerned pri- 
marily about public interest in this matter. “The 
fact that the clinical psychologist has for a long 
time been almost totally dependent upon the psychi- 
atric profession and medical institutions for spe- 
cific kinds of training in psychological diagnosis 
and therapy is to be deplored. More and more 


medicine has taken action to curtail opportunities, 
formerly available to psychologists, for getting ex- 
perience in medical settings. ...In view of the 
great need for trained personnel, such activity on 
the part of psychiatry seems antisocial and can 
only derive from a willingness to put professional 
interests before those of society as a whole.” 

“Social change and human needs seem less im- 
portant to medicine than the maintenance of ex- 
clusiveness and private rights. The resolution of 
this conflict however, lies not in the hands of or- 
ganized medicine or organized psychology, but in 
the enlightened decision of the public.” 

Dr. Carl Rogers contrasts the authoritative physi- 
cian-patient relationship he believes appropriate for 
dealing with problems of organic illness with the 
client-centered relationship he deems necessary for 
psychotherapy. In stating his second condition for 
psychotherapy, he elevates an element which, in 
the judgment of most psychiatrists, is a matter of 
technique, to the level of a professional faith—a 
faith in the need for a “complete willingness of the 
therapist for the center or focus of evaluation and 
responsibility to remain with the client.” This is a 
method which he has found effective in dealing 
with many maladjusted and/or psychoneurotic in- 
dividuals but which, on its face value, and without 
transforming modification, is not generally applica- 
ble to the psychotic patient, nor to the severely psy- 
chopathic patient. 

There is much criticism of present levels of 
training for the practice of psychotherapy, and 
particularly of the training (or lack of training) 
of physicians. There is much discussion of the 
preparation needed for the practice of psycho- 
therapy but very little discussion of the problems 
of and need for diagnosis, except in the limited 
sense of psychological diagnosis. There are, how- 
ever, various concessions, which indicate a realiza- 
tion of the fact that organic problems may compli- 
cate the treatment relation. Dr. Harry Bone states, 
“Where organic factors, as either cause or effect, 
are of such a nature as to require the services of a 
physician or a psychiatrist, the competent clinical 
psychologist enlists their collaboration or refers the 
client to them.” 

It is in the late Dr. Robert Lindner, to whom 
this book is dedicated, that the independent practice 
of psychotherapy by psychologists finds its most 
outspoken champion. 

“. .. Our pragmatic and technological time mili- 
tates against the medical schools ever qualifying 
the kind of practitioners required. They could do 
this only at the risk of turning out poor physicians. 
Meanwhile, the sorry efforts of the unprepared 
medical practitioners of psychotherapy have en- 
ervated the field, and their dog-in-the-manger atti- 
tude, in the face of all evidence, has led psycho- 
therapy into a scientific: cul-de-sac, has forced it to 
subsist on borrowed theories, thus impeding its in- 
dependent development, has opened it to the di- 
versiveness we see everywhere about us, and finally, 
has given it the stamp of learned ignorance rather 
than true learning. 
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“These labels—sickness, illness, disease, etc.—are 
essentially conveniences and nothing more. But the 
point is that by our careless usage of them, we 
have given encouragement to a conceptual stereo- 
type for which we are now paying the price of 
diversiveness in psychopathology and psychotherapy. 
The force of these labels has made us prey to all 
of the ancient traditions, superstitions, and phan- 
tasies underlying and sustaining the image of the 
‘medicine man,’ the ‘healer,’ and the ‘magician.’ 
With the employment, so loosely and in so ill-con- 
sidered a manner, of terms that should properly be 
reserved and strictly confined to organic medicine 
and its palliative techniques, we have become com- 
mitted in psychotherapy to a logical fallacy of the 
first magnitude, and to an anachronism that blocks 
progress.” 

Concerning the need for medical diagnosis, Dr. 
Lindner has the following to say, “I would explain 
how the argument of the promedical section that 
‘the special training and discernment of the physi- 
cian are required to rule out the presence or in- 
cipience of organic disease’ in a given case is 
countered by the arguments that the newer tools 
of clinical psychology are quite capable of perform- 
ing the same office; that the conscientious psycho- 
therapist—nonmedical or medical is always alert to 
this possibility and avails himself of the proper 
safeguards; and that, in any event, no degree of 
any kind can change the sow’s ear of the unimagi- 
native blunderer into the silken purse of a sensitive 
differential diagnostician.” 

Somehow, this reviewer could not help being 
intrigued by the figure of speech chosen. Could 
it be that Dr. Lindner, who, by common standards 
achieved success is explaining that no degree will 
make unimaginative listening fill the diagnosticians 
pocket ? 

Passing over this possibly naughty question, the 
fact remains that the chapters in this section were 
contributed by men of ability, and in some cases, 
of leadership, men who generally reflect a degree 
of consistency and professional conviction, and who 
are certainly not grossly unacquainted with the 
field of which they write. They represent, not the 
majority opinion of the psychological profession, 
but rather the more extreme positions among psy- 
chologists. However, these views are well articu- 
lated by energetic individuals with persuasive ca- 
pacities. They are, thereby, the views which are 
most likely to become predominant in the psycho- 
logical profession if present efforts toward a better 
understanding and better working relationship be- 


tween psychiatry and psychology should fail. Such 
failure might be expected to result, at least tem- 
porarily, in the public tragedy of two competing 
healing professions, medicine and psychology, in 
open warfare with each other. 


Ricnarp L. Jenkins, M. D., 
Washington, D. C. 


SCHULDGEFUEHL UND SCHULD Bet PsYCHIATRISCHEN 
ERKRANKUNGEN. By W. v. Siebenthal. Zu- 
rich: Rascher Verlag, 1956. D.M. 18.) 


This study is concerned with the pathological 
feeling of guilt, whether overt or latent, which is 
not merely symptomatic but may stand as an “ob- 
jektive Qualitaet zur existenziellen Schuld’’—ob- 
jective quality in relation to guilt which exists 
de facto. The book, whose sub-title is “Ein. Beitrag 
zur anthropologischen Begruendung der Geistes- 
kranken” (a contribution to the anthropological 
basis of the mentally ill), aims to present an “open 
system,” to dispense with fate as a factor in mental 
illness, to draw anthropological conclusions from 
medical observations of the sick, to “restate” the 
truism that “sick” and “healthy” are empirical con- 
cepts, and to begin and end every study with the 
feeling of guilt. 

While the theoretical aspects of the book open 
a new vista, particularly for American readers, the 
(significantly) all too brief chapters on therapy 
may amuse American readers, particularly when 
the author quotes Weizsacker’s “The goal of medi- 
cine is not to cure people,” or Mueller-Eckhard’s 
“The hallucinations of a patient constitute a 
major stage of healing, an enormous reconstruc- 
tion.” Although not basically oriented towards 
any specific school of psychology, the book retains 
some of the Jungian flavor distinctive of most titles 
published by the same firm; e.g., archetypes are 
the background to anthropological researches 
whence Jung received some of the inspirations for 
his ideas. The book is filled with psychiatric case 
material, such as Gaupp’s “Zur Psychologie des 
Massenmordes,” (the psychology of mass murder. ) 

It is regrettable that the author seems to have 
leaned rather heavily on Mueller-Eckhard’s sensa- 
tional concept, “Die Krankheit nicht krank sein 
zu koennen” (the illness of not being able to be 
ill). Regrettable also is the omission of an index 
and a bibliography. 

Hans A. Pu. D., 
Los Angeles, Cal. 
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Many hospitals have found that 


THORAZINE’ 


reduces or eliminates the need for restraint and seclusion 
reduces need for shock therapy and lobotomy 

reduces destruction of personal and hospital property 
makes patients accessible and receptive to psychotherapy 
improves morale of patients, nurses and staff 


speeds release of hospitalized patients 


‘Thorazine’ 1s available in ampuls, tablets and syrup (as 
the hydrochloride), and in suppositories (as the base). 
Smith, Kline & French Laboratories, Philadelphia 


. Overholser,W., in Chlorpromazine and Mental Health, 
Philadelphia, Lea & Febiger, 1955. 


*T.M. Reg. US. Pat. Off. for chlorpromazine, S.K.F. 
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are encouraged by 


Methedrine 


Methamphetamine Hydrochloride, COMPRESSED 


3 


Subtle improvement in mood and outlook 
follows oral administration of small doses 
of ‘Methedrine’. This helps carry 
depressed patients through their troubles, 
toward normal adjustment. 


For those whose troubles stem from 
eating too much, ‘Methedrine’ makes all 
the difference between continual 
self-denial with consequent irritability, 
and easy acceptance of a reducing diet; 
it dispels excessive desire for food. 


Literature 


‘Methedrine’ brand Methamphetamine Hydrochloride, 


will be 5 mg., Compressed, scored 
sent on Bottles of 100 and 1,000 
request 


&K Burroughs Wellcome & Co. (U.S.A) Inc. Tuckahoe 7, New York 
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you can bring patients 
“out of the corner” 


R ita il 
hydrochloride 


(methylphenidate hydrochloride CIBA 


provides needed stimulation. . . 
without euphoria or depressive rebound 


Ritalin has proved effective in awakening pa- 
tients to reality, even in “severe deteriorated 
chronic schizophrenia of long standing.”! The 
most responsive patients to Ritalin appear to be 
the true depressives (negative, withdrawn, dull, 
listless, apathetic)—without correlation to age or 
length of hospitalization.? On 10 to 40 mg. Ritalin 
t.i.d., such patients become more amenable ‘to 
therapy, suggestion, and social participation.” 


1. Leake, C. D.: Ohio M. J, $2:369 (April) 1956. 2. Ferguson, J. T.: 
Ann. New York Acad. Sc. 61:101 (April 15) 1955 
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Reiter’s unidirectional currents 


SUCCESSFUL IN RESISTANT CASES 


*atients resistant to all other electro-shock, insulin 


and lobotomy forms of therapy have been success- 
fully treated by modalities contained in Reiter’s 
Model RC-47D. With five ranges of amplitude- 
modulated unidirectional currents, the versatile 
RC-47D covers all established techniques. This 
model features: one-knob control; increased cur- 
rent efficiency ; control of breathing; automatically 
reduced thrust; extreme ruggedness; minimized 
confusion. 


MODEL RC-47D PROVIDES FOR: 
CONVULSIVE THERAPY—full range 
NON-CONVULSIVE THERAPIES 
ELECTRO-SLEEP THERAPY 
FocaL TREATMENT—uwnilateral and bilateral 
MONO-POLAR TREATMENT—vion-convulsive or convulsive 
BARBITURATE COMA and other respiratory problems 


ONLY REITER THE ORIGINAL 
UNIDIRECTIONAL CURRENT 
ELECTROSTIMULATORS. ARE 
AUTHENTICALLY BACKED 

BY EXTENSIVE CLINICAL 
EXPERIENCE WITH OVER 200 
REFERENCES IN LITERATURE 
AND TEXT .BOOKS 


Visit booths 12 and 13 at the APA meeting. 


REUBEN REITER, Se.D. 


64 WEST 48th STREET, NEW YORK 36, N.Y. 
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2 as a prelude to psychotherapy 
EDATION WITHOUT DRUGS 


PAINLESS 


Reiter’s neurostimulator, the SedAc, pro- 
vides a safe, soothing high frequency current. 
This gentle stimulation, when adjusted to the 
: | patient’s sensory tolerance, has proven most 
valuable in psychotherapy. 

As a preliminary sedative for ECT, the 
SedAc dispells fear of treatment. Change over 
to ECT is immediate. The patient only remem- 
bers the soothing stimulation of the SedAc 
treatment. As no preconvulsive barbiturate 
sedation is necessary, risks of barbiturate 
anesthesia are completely avoided. 


There have been significant indications in a 
the treatment of spastic and neurological cases. i 
The SedAc is available for use with the a 
RC-47D electrostimulator at $77.50, or with 


its own power unit at $225.00. 


REUBEN REITER, Se.D. 
64 WEST 48th STREET, NEW YORK 36, N. Y. oa 


XXI 


3 4 
>: 
OR 
f 
& 
-_ 
¥ 4 
is 
q 
3 
ays 
wily 
: 
; 


ADVERTISEMENT 


NEW CONCEPT IN 
PSYCHIATRIC THERAPY 


The ability of FRENQUEL to nullify or block 
the hallucinogenic action of LSD and mes- 
caline in normal persons led to its trial in 
schizophrenia and other mental diseases char- 
acterized by dissociation or confusion. Clinical 
work has demonstrated that FRENQUEL, in an 
appreciable number of mentally ill patients, 
does eliminate or decrease hallucinations and 
delusions and improves behavior.’ In some 
cases, improved behavior is apparent within a 
few days; in others, within two to three weeks. 

FRENQUEL has the further advantage of 
great safety. In a comparative study of tran- 
quilizers and FRENQUEL, involving 1,238 pa- 
tients,4 FRENQUEL was found to be the most 
devoid of side effects : no dizziness, no Parkin- 
sonism, no jaundice, no hypotension, no de- 
pression, no G.I. symptoms; as are frequently 
seen with ataractics. In another comparative 
study of drug therapies, Bowes’ stated, “...we 
shall always be grateful to rRENQUEL for its 
complete lack of toxicity...” 

As is the case with ataractics, FRENQUEL may 
be effective as initial therapy for some patients, 
ineffective for others. In a recent article, Coats 
and Gray’ report improvement in 40 per cent 
of 75 patients, most of whom had been ill for 
at least five years. Patients began to react more 
spontaneously, delusions were decreased, and 
emotional reaction became more appropriate. 
“In 4 instances this improved behavior has been 
sufficient to permit the patient to be discharged 
from the mental hospital.”” Another report at- 
tributes success to FRENQUEL in 13 to 15 per 
cent of patients who had failed to respond to 
chlorpromazine or reserpine.‘ 

Although the mechanism of action of 
FRENQUEL remains obscure, the drug does ap- 
pear to have some specificity for the hallucina- 
tory and delusional aspects of mental illness. 
The dramatic successes produced in some cases, 
and the highly praised safety of the drug, 
strongly recommend it for trial wherever dis- 
sociation or confusion is a component of the 
disease. 

1. Rinaldi, F.; Rudy, L. H., and Himwich, H. E. : Am, 
J. Psych. 112:343, 1955. 2. Browne, N. I.. M.: J. 
Nerv. & Ment. Dis, 123:130, 1956. 3, Coats, E. A, 
and Gray, R. W.: Nebraska State M. J. 41 :460, 1956. 


4. Feldman, P. E.: Am. J. Psych. 113 :589, 1957. 
5. Bowes, H. A.: Am, J. Psych, 113:530, 1956, 


Action: rrenquet, a completely 
new anti-hallucinatory, anti-confusion 
drug, “... offers a new neuropharma- 
ecologic approach to certain acute 
psychotic states where delusions and 
hallucinations have been the primary 
symptoms,” 

Used in the treatment of acute schizo- 
phrenic hallucinations, FRENQUEL 
usually erases hostile manifestations, 
promotes a cooperative state, facili- 
tates psychotherapy and ward adjust- 
ment.'-3 Generally 24 hours or more 
must elapse before clinical improve- 
ment takes place. For prompt results, 
in emergency or initial treatment, 
Frenquel Injection is available in 20 
ec. ampuls, When FRENQUEL is discon- 
tinued, prodromal symptoms may recur 
in about one week, 

Adjunctively in electroconvulsive 
therapy, FRENQUEL may help reduce 
the required number of treatments.! 

Although relief is not observed in 
all patients, the many dramatic suc- 
cesses experienced with FRENQUEL in 
widespread clinical use warrant gen- 
eral trial where acute schizophrenic 
hallucinations are present. 

PRENQUEL is safe... side effects and 
drug reactions have not been reported. 
No ill effects have been observed as 
measured by repeated blood counts, 
hemoglobin determinations, liver and 
kidney function tests. Clinical reports 
show no adverse effect on pulse rate, 
blood pressure, respiration.!.2 


Indications: Acute schizophrenic 
hallucinations, postoperative confusion, 
alcoholic psychosis, senile dissociation 
states. 


Composition: Frenquet (azacy- 
clonol) Hydrochloride is alpha-(4- 
piperidyl) benzhydrol hydrochloride. 


Dosage: rabiets—20 mg. t.i.d. 
Injection — 100 mg. (20 ec.) every 
eight hours intravenously is advised 
for 1 to 7 days. 


Supplied * Tablets—20 mg. (aqua- 
blue) in bottles of 100 and 1,000, In- 
jection — 20 cc. ampuls, Available in 
single ampuls and units of 5 ampuls. 


Complete detailed rrenquet Profes- 
sional Information will be sent upon 
request, 

1. Proctor, R. C., and Odiand, T.: Dis. Nerv 
Syst. 17:25, 1956. 2. Fabing, H. D.: Neu 
rology 5:310, 19055. 3. Rinaldi, F.; Rudy, 
L. H., and Himwich, H. E.: Am. J. Paychiat. 
112:343, 1955. 4. Rinaldi, F., and Him- 
wich, H E.: Science 121:188, 

S. Ferguson, J. T.: Frenquel: U 
pharmacologic agent in chronte schizophrenia, 
presented before the Am. Psychiat. Assoc., 
Chicago, til. April 30, 19056. (To be 
published) 


A significant contribution to the 
control of mental illness from 
the research laboratories of 


THE WM. 8S. MERRELL COMPANY 
New York - CINCINNATI - 8t. Thomas, Ontario 
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often effective in the treatment of 


acute schizophrenic hallucinations 
postoperative confusion 
alcoholic psychosis 
senile dissociation states 


Although relief is not always observed in all 
patients, successes in widespread clinical use 
warrant general trial in these indications. 


FRENQUEL often erases hostile manifestations. 
It is virtually free from toxicity and does not 
affect blood pressure, heart rate or respiration. 
For emergency, or initial treatment, Frenquel 
Injection is now available. 
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*Trademork 


THE ALCOHOLIC 


SPARINE is an agent of prompt, 

predictable, and potent action 

in controlling withdrawal symptoms. 

Often, in selected cases 

under the adequate supervision 

of the family physician, 

it may afford fome control : 
of postalcoholic agitation and hyperactivity. 


HYDROCHLORIDE 


hydrochloride 


SPARINE is a well-tolerated and dependable 
agent when used according to directions. 

lt may be administered intravenously, 
intramuscularly, or orally. 

Parenteral use offers 

(1) minimal injection pain; 

(2) no tissue necrosis at the injection site; 

(3) potency of 50 mg. per cc.; 

(4) no need for reconstitution before injection. 


Professional literature available upon request. 


1. Figurelli, F.A.: Indust. Med. & Surg. 25:376 (Aug.) 1956 


Wijeth 


Philadelphia 1, Pa 


Promazine Hydrochloride, Wyeth 
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NICOZOL relieves mental 
confusion and deterioration, 
mild memory defects and 
abnormal behavior patterns 
in the aged. 


NICOZOL therapy will en- 
able your senile patients to 
live fuller, more useful lives. 
Rehabilitation from public 
and private institutions may 
be accomplished for your 
mildly confused patients by 
treatment with the Nicozol 
formula. ! 2 


NICOZOL is supplied in cap- 
sule and elixir forms. Each 
capsule or 2 teaspoonful toa 


contains: 
Pentylenetetrazol. mg. NORMAL 
BEHAVIOR 


Nicotinic Acid ......50 mg. 
1, Levy, S., JAMA., 153:1260, 1953 
2. Thompson, L., Procter R., 

North Carolina M. J., 15:596, 1954 PATTE RN 


WRITE for FREE NICOZOL 


DRUG SPECIALTIES, INC. 
WINSTON-SALEM 1, N. C. 


for professional samples of 
NICOZOL capsules and literature on 
NICOZOL for senile psychoses. 


Sole Distributors in California, The Brown Pharmaceutical Co., Los Angeles 
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In “Walter Mitty depression” 


Dexamy! (a combination of dextro-amphetamine 


sulfate, S.K.F., and amobarbital) will often relieve the 
depression and help provide your patient with the stimulus 
he needs to face the wearisome sameness of daily living. 
Drayton! writes: ‘‘Not only does |‘Dexamy]’| exert a direct 
mood effect, so that the shadow of depression is lifted, 

but it also... can change a sense of depression to one of 


cheerfulness, assurance, optimism, energy and well-being.” 


Available as tablets, elixir, and Spansule* sustained release 


capsules. 


Smith, Kline & French Laboratories, Philadelphia 


1. Pennsylvania M.J. 10-949 Reg. US. Pat. Off 
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Announcing a unique new rauwolfia 


In mid-1955, Abbott Laboratories released for clinical trial 
a new alkaloid of Rauwolfia canescens. This new alkaloid, 
later named Harmonyl, received special attention because of 
the high potency and low toxicity it exhibited in pharma- 
cological testing. 


Since that time, Harmony! has been tried in conditions rang- 
ing from mild anxiety to major mental illnesses and in hyper- 
tension. Every charactertistic of the drug was studied .. . 
evaluated . . . compared. And from the reports, one fact 
stands out: 


ein more than two years of clinical trials, Harmony! has 
exhibited significantly fewer and milder side effects in com- 
parative studies with reserpine. This, while demonstrating 
effectiveness comparable to the most potent forms of rauwolfia. 


e Most significant: Harmony]! causes less mental and physical 
depression. And there are very few reports of the lethargy seen 
with many other rauwolfia preparations. 


This is not to suggest, of course, that side effects will not 
occur with Harmonyl—as with any potent therapeutic agent. 
But the mildness of side effects, in the few instances in which 
they have been reported, suggests Harmony! as a drug of 
choice in conditions ranging from mild anxiety to major 
mental illness and in hypertension. 


Why fewer and less severe side effects? 

Some investigators suggest that the evidence of less para- 
sympathetic effect with Harmony! in animals might also be 
true in man. In chronic toxicity studies with Harmony] this 
was manifested by less diarrhea, ‘“‘bloody tears’’ and ptosis in 
rats than was observed with the same dosage level of reserpine. 
Dogs also exhibited milder side effects—in particular, diar- 
rhea. No organ toxicity or hematological change occurred over 
a wide dosage range. 


Harmony! as a tranquilizer 

While Harmony|’s safety is most impressive, clinical investi- 
gators have reported other notable characteristics for this 
wide-range tranquilizer. For instance, following an eight- 
month study of chronic, hospitalized mental patients, 
Ferguson! reported: 
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(Deserpidine, Abbott) 


@ Harmony! benefited at least 15% more overactive patients 
than oral reserpine. 


eHarmony! was more potent in controlling aggression, 
requiring only one-half to two-thirds the dosage of reserpine 
to achieve equal therapeutic effect. 

@A number of patients experiencing side reactions during 
treatment with reserpine were completely relieved when 
changed to Harmony|l. 

In his summary, Ferguson concluded: “‘The most notable im- 
pressions were the absence of side effects and relatively rapid 
onset of action with Harmonyl.” 


Harmony! in hypertension 

Hypertension studies show that the average reduction in blood 
pressure obtained with Harmonyl compares closely to that 
obtained with reserpine. The tranquilizing effect of the two 
drugs also appeared similar, except that few cases of giddiness, 
vertigo, sense of detached existence or disturbed sleep were 
seen with Harmonyl. 


Dosages \n mild anxiety, as little as 0.1 mg. of Harmony! a 
day may be effective. In institutionalized psychiatric patients, 
not less than 2 to 3 mg. a day is likely to be beneficial. 


In mild essential hypertension, treatment may be started with 
one 0.25 mg. Harmony! tablet three or four times a day. After 
about ten days (or sooner, depending upon response), dosage 
may be reduced. A maintenance dose of 0.25 mg. daily is 
often sufficient. 


Precautions, Contraindications As with other forms of 
rauwolfia, Harmony! must be used cautiously in peptic ulcer 
and epilepsy and in patients about to undergo surgery or 
electroshock treatment. Despite the infrequency of reports 
involving depression, patients with a history of depressive 
episodes should be watched carefully. 


Professional literature is available upon request. 

Supplied: Harmony! is supplied in (bt: 
0.1-mg., 0.25-mg. and 1-mg. tablets. III rot 
Reference: 1. Ferguson, J. T. Comparison of Reserfane and Harmonyl in Piychiatric Patient 
A Preliminary Report, Journal Lancet, 76.389, December, 1996 * Trademark 
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MODEL D 
Electroencephalograph 


All Steel Console 


Stainless Steel dial plates 
and table top 


No “B"’ batteries or wet batteries 


MODEL FA-1 


Combined 
ECT-Stimulator 


Providing the advantages of both therapies 


write for particulars 


XXX 


For 
Ruggedness, 
Dependability 
and 


Better Fidelity 


ELECTRONIC CORP. 


426 GREAT EAST NECK ROAD 
BABYLON, N.Y. 


Telephone: MOhawk 9-2837 
Cable: Medcraft Babylon NY 
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Diagnostic and Therapeutic Equipment — 

rea 


INSTITUTE ALBERT PREVOST 


Aerial view 


Psychiatric Institution in a semi-rural setting in the outskirts of Montreal. Home 


like atmosphere. Occupational and recreational activities indoors and outdoors 


Full time psychiatrists, holding Fellowship in Psychiatry and Neurology, con 
sultants in all specialties, and resident psychiatrists under immediate supervision 
of the Psychiatrist in chief. 


An adequate nursing personnel assuring continual care. 


Physicians are invited to visit the hospital. 


O 


Rates and full particulars on request 


6555 Gouin Blvd., West, 
Montreal — Canada 
Phone Rlverside 4-648 1. 
XXXI 
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PRINTING LITHOGRAPHING GRAVURE BOOKS « FOLDING BOXES + LABELS 


Controlled 


for Printing 


Satisfaction 


In this new four-acre plant—one of the most modern and completely equipped 
in America’ The Lord Baltimore Press produces a wide range of high quality 
printing and packaging requirements 

Lighting and atmospheric conditions are standardized for uniform and efficient 
results. Raw ree reproduction methods and finishing processes are under 
laboratory control. Skillful technical advice, editorial assistance and functional 
designing are available to supplement our mechanical facilities 


Satisfying and helping the customer are our principal concerns. May we have 
an Opportunity Co discuss your printing needs? 


THE LORD BALTIMORE PRESS 


Edison Highway and Federal Street 
BALTIMORE 13, MARYLAND 
NEW YORK: 477 Madison Ave CHICAGO, Suite 1928, 333 N. Michigan Ave. 


LOUISVILLE: Starks Bldg., 4th & Walnut Sr. LOS ANGELES: 1231 S. Main St. 
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NOW AVAILABLE 


ELECTRONARCOSIS 
BIBLIOGRAPHY 


In 1950 we published a bibliography on electronar 
cosis. During subsequent years we offered new page 
thus endeavoring to bring the work up to date, cor 
rect errors in spelling, etc., and add old articles not 
previously known to our researchers 

We now have ready a completely revised bibliography 
The publication, as heretofore, is bound in a letter 
file-size cover, thus permitting use either on a book 
shelf, or filing in a file-cabinet. It contains 346 article 
chronologically arranged and numbered, with about 75 
abstracted (principally foreign language), by 341 authors 
alphabetically arranged and cross-indexed to the articles 
The publications in which the articles appear, 142, are 
also alphabetically arranged and cross-indexed to the 
articles There is also a country-of-publication index 
27 being represented 

Orders are now invited at cost, $1.10 per copy, post 
paid (light binding), $1.60 per copy, postpaid (heavy 
cover, open-flat-binding) A free copy (heavy cover) 
will be furnished, upon a letterhead request, to medical 
libraries and to doctors currently using an Electroni 
craft instrument, upon receipt of 25 cents for handling 
charges 


Electronicraft Company 


410 Douglas Building 

257 South Spring Street 

Los Angeles 12, California 
Tel: MAdison 5-1693, 5-1694 
Cable address: Glissando 


PROFESSIONAL CARE 
FOR THE 
EXCEPTIONAL CHILD 


Five hundred retarded and slow-learning chil 


dren receive specialized, individual care and 
treatment at the Traming School at Vineland, 
N. J. A carefully-selected medical, dental, psy 
chiatric and psychological staff provides for 
their welfare. Boys and girls two years of age 
and up with the mental potential of six years 
are accepted. They live in small groups in at 
tractive cottages They work and play with 
children at ther own level and are encouraged 
to develop to their full potential 

Ihe Training School has been a center for 
continual research into the cau es, prevention 
ind treatment of mental retardation for more 
than 69 years The beautiful 1600-acre estate 
is located in southern New Jersey near the sea 


shore 24 hour medu al and de ntal cafe 18 pro 
vided in a well-equipped 40-bed hospital 


information write Registrar, Box N 


THE TRAINING SCHOOL 
AT VINELAND, NEW JERSEY 


@ New RONALD Books: 


The Sentence Completion 
Method 


@ its Diagnostic and Clinical Application 
to Mental Disorders 


Ry Amanda R. Rohde, Camarillo State Hospital 


Emphasizing the importance of the sentence comple 


The Caricature of Love 


@ A Discussion of Social, Psychiatric, and 
Literary Manifestations of 
Pathologic Sexuality 


By Hervey Cleckley, M.D... Medwal leae of 
Georgia and Umversity Hospital. This book argues 
that a serious confusion of psychiatr ! ler with 

Ith is promoted the 


! ‘ i t expe e which th 
tera ctua with re tier it 
ise it auth wn emotrona and 
exua ered patient unalyzes the 
alachit several hiat t frequently 

used by writ to su t the ntent that sexual 

di er is natur ) 


Interpersonal Diagnosis 
of Personality 


© A Functional Theory and Methodology 
for Personality Evaluation 


/ Leary, Pho, lation 
pita How interpersonal fact naiie 
p ease are t th the sane 
! Phi 
prone neg work pre 
the s of techs ca 
te na t dif t abit 
and t the 
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Through bookstores of from 


15 East 26th St. New York 10 
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tron method as a clinical technique for investigating 
personalit this new book describes how to interpret 
its results qualitatively and quantitatively The book 
tully covers the method, its rationale, administra 
tion, scoring, and interpretation, Illustrates how the 
method is used to differentiate n ul, p honeu 
roti and psychotic perseonalitic documented, 

ored and interpreted case 8 all tables 

1 pt $7.50 


| THE RONALD PRESS COMPANY__ 
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Child Psychiatry Service 


THE MENNINGER CLINIC 


THE SOUTHARD SCHOOL THE CHILDREN’S CLINIC 


A residential school for elementary Outpatient psychiatric and neurologic 
vrade children with emotional and evaluation of infants and children to 
behavior problems. eighteen years. 


J. COTTER HIRSCHBERG, M.D., Director Topeka, Kansas; Telephone 3-6494 


The BRETT SCHOOL 
DINGMANS FERRY, PENNSYLVANIA 


In the Foothills of the Poconos 


Intensive, highly individualized personal training for a 
small group of girls over five years of age. Carefully 
chosen staff. Special modern teaching techniques and pro- 
gram of therapeutic education. Varied handicrafts, cook- 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere 
Close cooperation with family physician. 70 miles from 
New York City. 


Telephone Dingmans Ferry 8138 References 


Directors: Frances M. King, formerly Director of the Seguin School 
Catherine Allen Brett, M.A. 


THE ANDERSON SCHOOL 


Staatsburg-on-Hudson, New York 


The Anderson School is a co-educational, residential school, with elementary, junior and senior 
high school, and a postgraduate program. The school is accredited by the New York State 
Department of Education, and a majority of its graduates regularly enter college or junior college. 
It b psychiatrically oriented and is well equipped with the most modern methods and procedures, 
not only in academic, recreational and modern school environment fields, but particularly in per- 
sonnel and guidance of each individual student. A full-time psychiatrist and psychologist are in 
residence ur work emphasizes a much wider concept of student training and growth than is 
conceived of in —— day education. Educating the student as a person, adjusting and maturing 
his personality is a primary aim. 


V. V. Anverson, M.D., LL. D., Director 


For further information write to 
Lewis H. Gace, Headmaster 


%4 miles from New York City Telephone: Staatsburg 3571 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 
AMERICAN JOURNAL OF PSYCHIATRY 19 
1270 Avenus oy THE Americas, Room 310 Date 
New 20, New Youre 
Enclosed herewith is $ for one year's subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume Number 


NAME 


ADDRESS 
SIGNATURE 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. Canada and South 
America Postage $.50 extra. New Volume began July 1956 issue. 
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@ Modern Treatment Facilities @ Psychotherapy Em- 
phasized @ Large Trained Staff @ Individual Attention 
@ Capacity Limited @ Occupational and Hobby 
Therapy @ Supervised Sports @ Religious Services 


Your patients spend many hours daily in healthful out- 
door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies... all on 
Florida’s Sunny West Coast . 
Rates Include All Services and Accommodations 
Brochure and Rates Available to Decters and Institutions 


A MO MODERN HOSPITAL FOR Medical Dtrector—SAMUEL G. HIBBS, M.D 
EMOTIONAL READJUSTMENT edice! Direct H. WELLBORN, JR. M.D 
PETER J. SPOTO, M.D ZACK RUSS, JR. MD 
ANTURO G. GONZALEZ. M.D 


TARPON SPRINGS e FLORIDA Consultants in Paycht 
ER PHIL. LIPS, M.D 


ON THE GULF OF MEXICO SAMUEL G. WALTER i, BAILEY 


HALL- BROOKE 


An Alive Hespilal 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. 

A high ratio of staff to patients. 

Large occupational therapy building with a trained staff offers 
complete facilities for crafts, arts and recreation. Full program of 
outdoor activities. 

Each patient is under constant, daily psychiatric and medical 
supervision. 

Located one hour from New York on 120 acres of Connecticut 


countryside. 


HALL-BROOKE 
Greens Farms, Box 31, Conn., Tel.: Westport, CApital 7-5105 
George S. Hughes, M.D Robert Isenman, M.D 
Leo H. Berman, M.D John D. Marshall, Jr, M.D 


Alfred Berl, M.D Peter P Barbara, Ph.D 
Louis J. Micheels, M.D Heide F. and Samuel Bernard, Administration 


New York Office: 46 E. 73rd St., New York, N. Y., LEhigh 5-5155 
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HIGH POINT HOSPITAL 


Port Chester, New York 
WEstmore 9-4420 


Ratio of one active psychiatrist for every four to five patients; each patient receives 
absolute minimum of three hours of psychoanalytic psychotherapy per week; highly 
individualized management, shock and drug therapies used adjunctively; therapy 
given by senior psychoanalysts, and resident psychiatrists under immediate super- 
vision of the Director; staff of medical consultants; near New York City. 


ALEXANDER GRALNICK, F.A.P.A., Director 


Chief Consultants Associate Consultants 
SterHen P. Jewett, M.D Fox, M.D 
Wittiam V. Sitversenc, MD, F APA L. Crovis Hirninc, M.D 


Assistant Medical Director Clinical Director Directer of Research 
J. Wittiam Sitversenc, MD Mervyn Scuhacut, M.D., F.A.PLA Sterpuen W. Kempster, M.D 


Resident I’sychiatrists 
JuNIUsS ATKINS, M.D Frank G. M.D Evwin L. Rasiner, M.D ENRIQUE MARTINEZ, M.D 


Psychologists 
Mitprep SHenwoop Lerner, MA Learrice Styrat Scuacut, M.A 


CONSULTANTS ASSOCIATE PSYCHIATRISTS 
Ht. Hanoty Giss, F Gynecology Leonargp C. Frank, M.D 
Frank J. Massucco, M.D., F.A.CS., Surgery Syivia L. Gennis, M.D 
Arnoip J. Ropman, M.D., F.C.C.P., Internal Medicine Leonaky GoLp, M.D., F.A-P.A 
NaTHanie. J. Schwartz, Internal Medicine Danie. L. Go_petein, APA 
J Gratnick, D.DS., Dentistry Simon H. Nacier, M.D 


est rook Sanatot TUN 


 Lstablishwd 


A private psychiatric hospital em- Staff PAUL V. ANDERSON, M.D., President 
REX BLANKINSHIP, M.D., Medical Director 


JOHN SAUNDERS, M.D., Assistant 
ment procedures electro shock. ine Medical Director 


ploying modern diagnostic and treat- 


sulin. psy chotherapy . occupational THOMAS F. COATES, M.D., Associate 
JAMES k. HALL, JR., M.D... Associate 


CHARLES A. PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Psychologist 


addiction. 


and recreational therapy — for nervous 


R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request « P.O. Box 1514 - Phone 5-3245 
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: Founded in 1904 
HIGHLAND HospITAL, Inc 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedure insulin, electroshock, psychotherapy, occupational 
and recreational therapy for nervou ind mental disorder 

The Hospital is located in a 75 cenic beauttle of the 
Smoky Mountain Range of affording excep 
tional opportunity for physical at ilitation 
The OUT-PATIENT CLINIC offers rnos vices and thera 


peutic treatment for selected case ident care 


CHARMAN CARROLL, M.D ROBT. L 
Medical Director Associate 
JOHN D. PATTON, MD 
Clinical Director 


CRAIG, M.D 
Medical Director 


Keep and protect your Journals in this new 
VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 


SERVICEABLE 


Note new price: $2.50 each: 
3 for $7.00 


Please add 25 cents postage for each 
file ordered 


ORDER DIRECT FROM 

AMERICAN JOURNAL OF PSYCHIATRY 

1270 Avenue of the Americas 

New York 20. N. Y. 

WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 
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SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 


30 miles north of Boston 


Located in the hills of Essex County, 


For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milicu-therapy under 
direction of trained occupational and recreational therapists. 


Harry C. Soromon, M.D GeorGE M. ScHtomMer, M.D. 


Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 


401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 
MElrose 4-8628 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 
E. James Bravy, M.D., Medical Director 
C. F. Rice, Superintendent 


Francis A. O'DONNELL, M. D. George E. Scott, M.D. 
Tuomas J. Hurcey, M.D. Ropert W. Davis, M. D. 


BRIGHAM HALL HOSPITAL 


CANANDAIGUA, NEW YORK 
FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


W. Roy vanAllen, M.D. 
Physician in Charge 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 


R. F. D. NO. 2, COLUMBIA ROAD, SILVER SPRING, MD. 
HE 4-9330 HE 4-9320 


In rural Maryland 


Nine miles from Washington, D. C. — 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


il. E. Andren, 


Medical Direct Member of N. A. P. P. H. 
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COMPTON SANITARIUM 
820 WEST COMPTON BOULEVARD 
COMPTON, CALIFORNIA 


and its Psychiatric Day Hospital facility 


BEVERLY DAY CENTER 
9256 Beverly Boulevard 


Beverly Hills, California 
A Fully Accredited Institution in the Los Angeles Area 


G. Creswett. Burns, M.D. Hecen Ristow Burns, M_D. Max Hayman, M.D 


Medical Director Assistant Medical Director Clinical Director 


FAIR OAKS 


Incorporated 


SUMMIT, NEW JERSEY 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


Oscar Rozett, M.D., P. Prout, Jr., 
Medical Director Administrator 


FALKIRK IN THE RAMAPOS 


CENTRAL VALLEY, N. Y. 
Established 1889 

A private hospital devoted to the individual care of psychiatric patients 

Falkirk provides a twenty-four hour admission service for acute psychiatric prob 
lems. Out-patient facilities are available for suitable cases. A continued treatment 
service is maintained. 

Members of the medical profession are invited to visit the hospital and inspect the 
available services 

Located 2 miles north of the Harriman Exit N. Y. State Thruway 

50 miles from N. Y. C 


TELEPHONE: HIGHLAND MILLS 2256 
T. W. NEUMANN, JR., M. D., Physician in Charge 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. Wotre, M.D S. Green, M.D GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A_ psychoanalytically-oriented hospital for the 
treatment of mental and emotional illnesses 


Telephone: OLive 1-944] 
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OCEANSIDE GARDENS SANITARIUM, INC. 


Licensed by N. Y. State Department of Mental Hygiene 


A Private Psychiatric Hospital for Active, Individualized Treatment of 
Nervous and Emotional Disordérs, and Addictions 


ELECTRO CONVULSIVE, INSULIN AND ENDOCRINE THERAPY 
DYNAMICALLY ORIENTED INDIVIDUAL PSYCHOTHERAPY 
OCCUPATIONAL AND GARDENING THERAPY 


KNUT HOEGH HOUCK, M.D. F. A.P.A IRMA K. CRONHEIM, M.D., A.P.A 
Phystctan-tn-Charge Supervtsing Psychiatriet 
HANS W. FREYMUTH, M.D. A-P.A. THOMAS A. NACLERIO, M.D, A.P.A 
Clinical Dtrector Associate Psychiatrist in l’sychotherapy 
LUDWIG LEWIN, Px.D 
Administrative Director 


24 Harold Street OCEANSIDE, L. L., NEW YORK  ROckville Centre 6-4348 


RING SANATORIUM 


EIGHT MILES FROM BOSTON 
Founded 1879 


For the study, care, and treatment of emotional, mental, personality, and habit disorders. 
On a foundation of dynamic psychotherapy all other recognized therapies are used as 
indicated 


Cottage accommodations meet varied individual needs. Limited facilities for the continued 
care of progressive disorders requiring medical, psychiatric, or neurological supervision. 


Full resident and associate staff. Courtesy privileges to qualified physicians. 
BENJAMIN SIMON, M.D., Director Cuarces E. Wurre, M.D., Assistant Director 
Arlington Heights, Massachusetts Mission 8-0081 


RIVER CREST SANITARIUM 


NEW YORK CITY 
Founded 1896 
Modern Facilities for the individual care and treatment of nervous, mental, alcoholic and 
geriatric patients. All recognized therapies available according to the needs of the individual 
patient. 
Courtesy privileges to qualified physicians. American Hospital Association Member. 
Approved for residency training in psychiatry. 


layman R. Harrison, M. D Martin Dollin, M.D. Sandor Lorand, M. D. 
Medical Director Clinical Director Director of Psychotherapy 


Twenty Minutes from Mid-Manhattan 
Astoria 5, New York AStoria 8- $442 


Phone: WINDSOR HOSPITAL Established 


CHlestnut 7-7346 A Non Profit Corporation 1898 
CHAGRIN FALLS, OHIO 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


Joun H. Nicuors, M. D G. Pautine R.N. Herpert A. SIHLeR. Jr 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 
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clinically proved in alcoholism 


brand of DIBULFIRAM (tetracthylthiuram disulfide) 


Feldman reports: 
“... Antabuse’ therapy constitutes a major 
advance in treatment.”* 


“The use of alcohol in an ‘Antabuse’-treated 
patient results in physical symptoms which 
make continued drinking impossible... few 
if any medical contraindications exist.”* 


*Feldman, D. J.: Ann. Int. Med. 44:78 ( Jan.) 1956. 


“che mical fence for the alcoholic 


A brochure giving full details of therapy will be sent to physicians upon 
request, 


“ANTABUSE” is supplied in 0.5 Gm. tablets (scored), bottles of 50 and 1,000, 


AYERST LABORATORIES New York, N. ¥. * Montreal, Canada 
$654 
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VOCATIONAL COMMUNITIES + REMEDIAL CAMPS 


Some children have unique 
needs—needs beyond the usual 
psychological and psychiatric 
evaluations. With many chil- 
dren it is found that for every 
therapeutic experience in the 
professional office or clinic, 
there are countless other ex- 
periences that are not therapeu- 
tic—in a tense or conflictual 
home, in a schoolroom that does 
not meet their needs, or with 
peers with whom they cannot 
cope. 

It is to serve these children 
that Devereux Schools have de- 
signed various milieu programs 
in which a plan for each child 
can be designed so that he 
learns with teachers of special 
education while he lives in an 
environment organized so as not 
to frustrate or threaten him. 


UNIQUENESS 


Professional inquiries should be addressed to John M. Barclay, Director of Developniea:, or Charles J. Fowler, 


Rogistrar, Devereux Schools, Devon, Pa. For the western states, address Joseph F. Smith, Superintendent, or 
Keith A. Seaton, Registrar, Devereux Schvols, Santa Barbera, Calif. 


Schools 


UNDER THE DEVEREUX FOUNDATION 
HELENA T, DEVEREUX, Director 
Protessional Associate Directors 


ROBERT L. BRIGDEN, Ph.D. 
MICHAEL 8. DUNN, Ph.0. 


Santa Barbara, California 


EDWARD L. FRENCH, Ph.D. 
J. CLIFFORD SCOTT, MD. 


Devon, Pennsylvania 


THERAPEUTIC SCHOOLS - 
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